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PREFACE. 



The object with which this book is written is suflBi- 
ciently indicated by its title. It is intended to supply 
to the working student such information as he is con- 
stantly requiring in his daily rounds, and to give him 
some hints as to the most common things he ought to 
observe. Care has been taken, by watching students in 
the wards, to find out the most common errors fallen 
into, and the best methods of avoiding these have in 
most cases been noted ; but of course, in spite of this, 
a certain amoimt of practice is required before any 
student can expect to learn how to observe cases 
properly. 

The method of arrangement adopted in the ensuing 
pages is the following. At the beginning a formula has 
been given to show how cases may be taken, but this 
of course may be altered to suit a physician's or clerk's 
particular fancy. Annexed to this is also a list of the 
principal things to be observed when a patient is in a 
fit, as I have found many students puzzled as to what 
to observe under such circumstances. In the ten 
chapters following, some of the most common symptoms 
noticed under each system have been described, and 
hints of various methods of examination, &c. have 
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here and there been introduced. It has been thought 
better, as an aid to the clerk's memory, to head each 
chapter with all the symptoms to be observed under 
that division or system, instead of only mentioning 
those points about which some detail is given. The 
last four chapters are devoted to the most common 
diseases of the heart and lungs, and abnormal states of 
the blood and urine. 

The method of ' systems ' has been adopted for two 
very simple reasons : because it is an aid to the 
memory, and in accordance with common sense. In 
the digestive system, for instance, it is very natural, 
seeing a dirty tongue, to enquire of the state of the 
appetite, &c., and then proceeding downwards to inves- 
tigate the state of the whole alimentary canal. Nothing 
can be more vague than many notes I have seen taken, 
— the clerk rushes wildly from sleep to the state of the 
bowels ; and notes the character of the pulse, in con- 
nection with the patient's history. Should a system 
be investigated and nothing be found wrong, the word 
normal may be written after it ; or should anything 
wrong be detected, this may be mentioned, and then 
the words otherwise normal be added to complete the 
system. Systems may be taken in any order, but it is 
most convenient to begin with the one in which the 
disease exists, and then to pass on to the others that are 
most imphcated. 

I would most earnestly entreat the student to remem- 
ber that although certain symptoms — as expression of 
face or posture — are generally characteristic of certain 
diseases, that in some cases these symptoms may be 
absent, or even altogether replaced by others. The 
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skill of a medical man consists in noting every symptom, 
and not any one in particular; and then having col- 
lected all the fects of the case, he is able to arrive at a 
conclusion from the comparison of the whole together. 

The daily use of anatomy, physiology, and common 
sense, at the bedside, would, if it were properly used, 
teach a student almost half medicine : thus, for instance, 
in mitral regurgitation^ or obstruction at the mitral 
orifice^ a block occurs to the circulation entering freely 
the left side of the heart. Anatomy teaches us that 
the blood comes to this part from the lungs, and then 
common sense comes to our aid and tells us that the 
lungs will be congested. At this point the application 
of physiology teaches us that no congested organ 
performs its work properly, and so we expect, in 
consequence, cough, dyspnoea, &c. Following the same 
line of argument, we shall look for congestion of the 
vessels of the Uver and stomach, and hence derange- 
ment of their functions, and sickness, &c. will occur. 
Passing farther downwards we find the whole portal 
circulation becoming retarded, and hence common 
sense will teach us to look for efiusion into the abdo- 
minal cavity. Finally the whole systemic circulation 
becoming involved, oedema and anarsaca must neces- 
sarily occur. 

The method of learning which I have found to be of 
most advantage, is to pay special attention in the 
wards during the day to one case, — as say a case of 
pneumonia, — and then at night to read up the subject 
carefully in some good book, as ' Watson's Practice of 
Physic' A clerk will find it advantageous to perform 
auscultation, &c. of a patient by himself, without any aid 
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from the physician. This note of investigation should 
be separately kept, and compared with the results of 
the examination made by the physician himself. Finally, 
on tins point, when told to listen to a sound, and being 
asked afterwards, ' If it was heard ? ' say boldly out 
whether it was or not, even if your opinion differs from 
that of the physician. Be ready always to admit your 
own dulness of hearing or stupidity ; but telling an 
untruth, to say nothing of its being wrong, will make 
you always lack confidence in your own powers of 
observation. 

I have thought it advisable to introduce diagrams 
in the chapter on ' Diseases of the Heart,' as the subject 
of murmurs seems to puzzle many students. It must 
however be remembered that they are purely diagram- 
matic, and only devised for the purposes of teaching. 
Drawings of the microscopic appearance of some of the 
deposits in urine have also been introduced, and these 
have been mostly sketched from actual specimens of 
my own. One of the forms of * phosphates' — the 
envelope one — is, I fancy, rare, for I have only met 
with it once in my researches. As I have been for the 
most part throughout these pages my own draughts- 
man, I must beg my reader's indulgence for any errors 
he may detect in the illustrations. They have been 
admirably engraved by Mr. Joyce, of Bolt Court. I 
cannot but fear that in compiling these remarks some 
important points have been here and there omitted ; 
and I must hence beg my reader to overlook any such 
errors which he may detect in the following pages. 

One great difficulty I have found in writing these 
pages, has been to avoid going too much into detail, 
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and yet not to omit any of the most common symptoms 
that ought to be observed. My endeavour has been to 
write enough to interest the student, not enough to tire 
him ; and for more details of the subjects treated on I 
would refer him to other works, especially to the 
chapter on the symptoms and signs of disease in 
Hooper's ' Physician's Vade Mecimi ; ' to Dr. Bennett's 
' Introduction to Clinical Medicine ; ' to Dr. Beale's 
work on the ' Urine ; ' and to the larger treatises of 
Drs. Watson and Aitken. 

In conclusion, I have only to convey my sincere 
thanks to all the authors from whose labours I have 
profited; especially to the teachers both of Saint 
Bartholomew's Hospital, and of the University and 
Infirmary of Edinburgh, for the many opportunities 
that they have so kindly given me, of profiting by their 
teaching and experience. 

JOHN SOUTHEY WAETEK. 

41 QuBEN Anne Steeet, 

Cayendish Square. 
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OBSERVATION IN MEDICINE. 



INTRODUCTORY HINTS. 

In taking cases, put down symptoms as they are, not as they 
ought to be to agree with books or systematic teachers; 
and after each daily note write down carefully the treatment 
employed. 

Before commencing to examine a patient, ascertain by 
observation if he is suflSciently well to bear the fatigue of it : 
if in doubt take such notes as can be taken without dis- 
turbing him, and leave any further examination to the 
judgment of his physician. A fever patient if sleeping 
should never be awaked without good reason, for in nine 
cases out of ten of this kind sleep is better than the 
doctor. 

Remember always that a patient is a fellow-creature, and 
s to be treated accordingly ; a few kind words spoken before 
going regularly into a case will often make the difference 
of a clerk's daily visit being looked forward to with pleasure, 
instead of being a dreaded occurrence. 

During the examination of a patient many questions must 
be asked negatively to gain even a suspicion of truth ; as an 
aid to ascertaining the latter, attend to the face as well as to 
the oral expressions of a patient, in testing tenderness, etc., 
and always keep an eye open for imposture and hysteria. 
Questioning is also often best performed by giving the patient 
an alternative ; as, for instance, ' Is your appetite good or is it 
bad ? ' By this method a patient does not feel forced tx) say 
* yes ' to everything. 

B 



METHOD OF TAKING CASES. 



Name^ Age, and Date of Admission. 

General Appearance. 

Nourishment — ^Posture — Expression of Face — ^Eyelids 
— ^Eyes — Conjunctivas — Pupils, &c. — (Chapter I.) 

Digestive System. 

Mouth — ^lips — Gums — Teeth — Odour of Breath — 
Tongue — ^Appetite — ^Thirst — Nausea and Vomiting — 
Character of Vomit — Bowels — ^Motions — ^Abdomen 
[liver, spleen, tumours, &c.] — (Chapter 11.) 

Urinary System. 

Dysuria — Quantity passed in Twenty-four Hours — 
Colour — Smell — ^Acidity — Specific Gravity — ^Deposit 
— ^Chemical and Microscopical Examination alone 
and combined [albumen, casts, blood, sugar, and 
bile]— (Chapter m.) 

Genital System. 

Catamenia — ^Disorders of the Organs of Generation in 
both Male and Female — (Chapter IV.) 

B 2 
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Respiratory System. 
Alae Nasi — ^Discharge from Nares — Character and 
number of Eespirations — ^Voice — Throat — Cough — 
Expectoration — ^Physical Examination of Chest ^ [In- 
spection, measurement, vocal vibration and expan- 
sion as tested by the hand, percussion, natural 
breathing, forced breathing, cough if necessary, 
voice, and unnatural loudness of conducted heart 
sounds] — (Chapter V.) 

Circulatory System. 

Pulse [frequency, cliaracter, state of hardness of the 
arterial coats, equahty or otherwise of the two 
radials, visible pulsations] — Heart [inspection, point 
of apex beat, extent and character of impulse, area 
of dullness, friction, murmurs, their situation and 
track] — ^Large Vessels [inspection, increase of 
extent of dullness, impulse, pulsations, murmurs] — 
(Chapter VI.) 

Integumentary and Glandular System, 

Skin [moisture and roughness, odour, colour, oedema, 
scars and eruptions] — Glands and Lymphatics [swell- 
ing and redness] — (Chapter VII.) 

Nervous System. 

Cerebral [intelligence, vertigo, stupor, coma, sleep, 
dreams, dehrium, hallucinations, cephalalgia] — 

* Auscultation of the lungs and heart may be done at any time most 
convenient, but the result should be recorded under each respective 
system. 



METHOD OF TAKING CASES. 6 

Special senses — Spinal and Cerebro-spinal [spasm in- 
cluding convtdsions, subsultus, flocdtatio, rigidity and 
contraction of muscles, paralysis]— (Chapter Viil.) 

Complaints.^ 
(Chapter IX.) 

History. 

Business — Married or Single — Children — Place of 
Abode — ^Habits — How long Illness commenced and 
circumstances attending it — ^Medical Attendant — 
Any previous attack of the same or any other ill- 
ness — ^Health and Age of Parents and other Mem- 
bers of the Family — Fever, &c. in the neighbour- 
hood — (Chapter X.) 



METHOD OF TAKING A CASE WHEN THE 
PATIENT IS IN A FIT. 



Posture. 

Screaming, sobbing, &c., and variety of breathing. 
Aspect [dusky, changeable, or otherwise]. 
EyeUds [whether: open, closed, or tremulous]. 



^ Having once leamt what to observe, the clerk will soon be able to 
shorten his notes, only taking the necessary points of any case. It is a 
good plan, after the first day's note, to commence each daily record 
with whether the patient has slept or not, as this will modify a good 
deal the value of any symptoms that are then recorded. 
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Eyes [whether bloodshot, anaemic, or cedematous, and 

whether fixed, staring, or squinting]. 
Pupils [whether equal, unequal, dilated, or contracted, 

and whether they act with Hght]. 
Mouth [whether drawn to one side or otherwise, and 

whether filled with fi-oth or blood]. 
Tongue [whether bitten, or livid, or held between the 

teeth]. 
Smell of Breath [whether spirituous, or ammoniacal, 

&c.]. 
Convulsions [character and strength, and whether 

unilateral or otherwise]. 
Paralysis and Eigidity [whether present or absent, if 

present state what parts of the body are involved]. 
State of Skin [hot, dry, sweating, anasarcous, &c.]. 
Pulse and Heart. 

Urine ^ and Motions [whether passed involuntarily]. 
Sensibility [total absence^ of, or otherwise]. 

^ Always see if the bladder is distended, and if necessary have the 
imne drawn off. 

^ This has been put last, as haying taken so many other points the 
clerk will have had an opportunity of discovering imposition if it is 
practised. 



CHAPTER I. 

GENERAL APPEARANCE. 

NOURISHMENT POSTURE — EXPRESSION OF FACE — EYELIDS — 

EYES — CONJUNCTIVA — PUPILS, ETC, 

In testing the nourishment of a patient 
Nourishment. 

the best guides are the arms and abdomen, 

the face being often deceptive. 

Posture is of great importance. Thus in 
Posture. 

coma we find the posture generally dorsal, 

the patient being insensible and his lips and cheeks puflSng 

out during expiration. Posture so as to avoid light, may be 

either indicative of some disease of the eye, or of some acute 

cerebral disease. In spinal and cerebro-spinal diseases, 

posture, as opisthotonos, emprosthotonos, &c., is almost 

diagnostic. The sitting or semi-recumbent posture with the 

head propped up by pillows, is generally indicative of 

advanced heart disease, or of some severe pulmonary 

affection [see chap. xii.]. In peritonitis, &c., where pressure 

increases the abdominal pain, the patient lies with his knees 

drawn up so as to relax the muscles of his abdomen.^ This 

is also the posture of pelvic cellulitis, but in this, if the 

knees are bent straight, the back arches up. In inflammation 

of the abdominal viscera, the posture is often on the side 

where the organ is situated so as to avoid stretching its 

attachments. In colic, and sometimes in the passage of a 

* Of course this posture should not be noted as of any importance until the 
patient has been asked whether it is the easiest one he can assume; this 
remark applies to many other postures. 
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gall-stone, we find the patient pressing his abdomen to ease 
the pain, the posture thus diflfering greatly from that of 
peritonitis, where the least touch is agony. In the posture 
of exhaustion as seen in the latter stages of fever, the patient 
lies helplessly on his back, sinking down towards the bottom 
of the bed ; hence lateral posture is a favoiu-able symptom 
as far as it goes in exhausting diseases, as it shows a patient 
has some little strength remaining. Absolute stillness of a 
patient when awake, the posture being dorsal, is generally 
indicative of acute rheumatism. 

Expression of Expression of face or aspect is very 

face. various in disease. The maniac has a fierce 

wild expression, the melancholiac a deep desponding one, 
both contrasting strongly with the vacant look and purpose- 
less smile of the idiot or demented. In delirium tremens 
the face is suspicious and its movements rapid and expressive, 
the patient often talking with his face as well as with his 
lips. In phthisis the wasted face, prominent cheek-bones, and 
hectic flush, tell their own tale. In pneumonia we find an 
herpetic eruption on the lips, and the cheeks are flushed and 
perhaps dusky, but the eyes are not injected. In emphysema 
and chronic bronchitis we find the lips quite blue from im- 
perfectly aerated blood, and the face dusky from the same 
cause ; and in morbus caeruleus the whole surface is more or 
less tinged with a dusky purple. In morbus cordis we often 
find the capillaries of the cheeks dilated and injected, a 
symptom generally diagnostic of disease somewhere in the 
arterial system. Pericarditis may often be suspected from 
the intensely anxious expression of a patient's countenance, 
apparently in expectation of instant death. In peritonitis the 
aspect becomes pinched and ghastly, and the sunken eyes have 
a dark halo round them. In typhus the face is congested and 
dusky, the aspect dull and heavy, and the eyes injected. In 
typhoid fever the skin of the face is often clear and white, 
with a bright pink flush on the cheeks, and later on a dark 
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halo appears under the sunken eye, so characteristic of 
abdominal disease. In diabetes the dry harsh skin and lips, 
and the hollow cheeks, are almost characteristic. In acute 
rheumatism the white glistening waxy or perspiring face, the 
white sclerotic, dilated pupils, and bright red lips, are often 
diagnostic ; though the latter symptoms occur in some other 
diseases. Chronic Bright's disease may often be diagnosed 
by the palUd pasty face and lips, and the pearly glistening 
sclerotic, watery as if coated with tears (owing really to an 
oedematous state of the ocular conjunctivae). The pale white 
skin and delicate pink blood-vessels of anaemia, and the 
yellow cachexy of advanced cancer, are too well-known to be 
described. In jaundice the whole surface is yellow; and 
lastly in hysteria (so well described by Dr. Chambers) ' the 
eyeballs are large, the sclerotic blue and transparent, the 
pupils dilated, the conjunctivae smooth and bright, the 
eyelashes long and veiled, and the eyelids large, tremulous, 
and full at the outer canthus, giving to the face a drooping 
longing expression.' Any anxiety in the countenance should 
always be made a note of; its value is often great, especially 
in typhoid fever, pneumonia, and some other diseases. 

Eyelids may be oedematous, diagnostic 
generally of local disease, erysipelas, or 
morbus Brightii. One may be dropped owing to paralysis 
aflfecting the levator palpebrae muscle. In paralysis where the 
third nerve is involved, the eyelid is dropped (ptosis), there 
is external squint, and dilated pupil on the side affected. In- 
ternal squint results from paralysis affecting the sixth nerve. 
Trembling eyelids (best seen when the patient closes them) 
are either diagnostic of hysteria or extreme nervous debility. 
Long eye-lashes in conjunction with other symptoms may 
be diagnostic of the strumous diathesis. A dark halo imder 
a sunken eye generally indicates some abdominal mischief.* 

* This dark halo is seen in peritonitis, typhoid fever, &c., and is said to be 
present in women during the catamenial flow 
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Eyes when prominent and staring, appa- 
rently out of their sockets, indicate exoph- 
thalmos; often conjoined with an enlarged thyroid and 
anaemia. Injected eyes occur in typhus, in catarrh, in the 
ophthalmise (rheumatic, &c), in some cases of cerebral 
diseases, and occasionally in mania.^ Squints may be con- 
genital, or dependent on cranial disease, or reflex, as seen in 
disturbances of the catamenia, &c. 

The conjunctivae may be oedematous, the 
Coi^iuictiyse. 

eyes looking as if filled with tears from 

serous infiltration of the cellular tissue ; this is generally 

characteristic of renal disease.' In jaundice the conjunctivae 

are yellow, being more or less tinged with bile. A blue 

transparent tint in the sclerotic often accompanies some 

purulent drain on the constitution, as empyaema, pelvic 

abscesses in women, &c. &c. 

The pupils may be equal or unequal, 

dilated or contracted ; often diagnostic of 

cranial disease, thoracic aneurism, or some disease involving 

the cilio-spinal region.* When symptoms of a fatty heart are 

present, the appearance of a well-marked arcus senilis adds 

another weight to the idea of this being a correct diagnosis. 

* It should be remembered that when a patient has just waked up from sleep, 
the eyes and face are naturally congested. 

» Easily diagnosed by pressure, altering the position of the apparent tear ; 
no water escaping from the eye. 

' In order to test whether a patient's pupils are unnaturally contracted or 
dilated, it may sometimes be of use to turn a healthy person's head into the 
same position as regards light as the patient's, and then to judge comparatively 
by the size of his pupils. The cilio-spinal region extends from the seventh 
cervical to the second dorsal vertebra. 



11 



CHAPTER 11. 

DIGESTIVE SYSTEM. 

MOUTH — MPS — GUMS — TEETH — ODOUR OF BREATH — 
TONGUE — APPETITE AND THIRST — ^NAUSEA AND VOMITING 
— CHARACTER OF VOMIT — ^BOWELS — ^MOTIONS — ^ABDOMEN 
(liver, SPLEEN, TUMOURS, ETC.) 



Mouth, 
diagnostic.* 

Lips. 



The mouth may be drawn awry by para- 
lysis general or local, and is often alone 



Lips covered with sordes are generally 
diagnostic of a typhoid state of the sys- 
tem; this state is most commonly seen in typhus and 
typhoid fever, but may occur in any disease. Bright red 
lips are most often seen in cases of acute rheumatism, but 
may be seen also in typhoid fever, phthisis, and tonsillitis. 
Inansemia arising from any cause, the lips are pale and 
bloodless. Blue lips are generally diagnostic of chronic 
bronchitis and emphysema, morbus csBruleus, or some severe 
disease in the chest. Herpes on the lips, plus hurried 
breathing and a flushed face, generally indicate pneumonia ; 
but herpes also occurs in bad catarrh. Lips are often 
aphthous towards the close of life in exhausted patients, and 
this state also occurs idiopathically in children. In scurvy 
the lips are often cracked, swollen, and bloody. 

The state of the gums often aids us in 

Gums , . 

diagnosis; thus m lead-poisoning we find 

them marked with a blue line, running along their dental 
• To avoid fallacy in this, see that the patient's teeth are equal on both sides. 
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margins.* In salivation the gums are spongy and swollen ; 

and in scurvy and purpura they are also swollen, dark, and 

bleed easily. In early phthisis the dental edge of the gums 

is said to be of a brighter tint than the other parts of them ; 

and in diabetes the gums shrink from the teeth, which thus 

appear to be longer than natural. 

Teeth mav like the lips be covered with 
Teeth. 

sordes in typhoid states of the system ; and 

they become loose in scurvy and salivation. In congenital 

syphilis, they are small, smooth, roimded, and peg-shaped, 

or notched and tuberculated at their points. In scrofula the 

comers of the teeth are not rounded, nor do they taper to a 

point ; but their enamel is decayed more or less, and their 

edge is rugged. Grinding of the teeth is generally indicative 

of cranial disease, or of some reflex irritation often intestinal, 

as worms. 

The odour of the breath is sometimes 
Odour of Breath. , . . . ,. , , . , 

characteristic, as m diabetes, where it has a 

faint sweet smell like hay or apples. In gangrene of the 
lung the breath is peculiarly foetid and earthy, like wet 
mortar; later on this smell may change into the more 
agreeable odour of violets. In bronchitis abo the breath 
may be foetid and almost faecal, and then its odour change 
suddenly to that of may flowers or apple blossom.^ In deep 
intoxication simulating apoplexy, the odour of spirits in the 
breath may sometimes aid a diagnosis. Foulness of the 
breath accompanies dyspepsia, cancer of the upper part of 
the digestive track, scurvy, caries of the teeth, and decom- 
posing secretions in the mouth, stomach, or lungs. 

In debility, the tongue is large, clean, 

flabby, tremulous, and indented with the 

teeth.' In the first stage of fever, in most inflammations, 

' Bismuth and some other metals are said to give this. 

* Owing to compounds of butyric and acetic acids with ethyle. 

■ In looking at the tongue it is as well to keep in remembrance the medicines 
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and often in dyspepsia, it is covered with a white creamy fur.* 
In quinsy and acute rheumatism especially this fur is thick, 
white, and creamy. In typhus the tongue is generally furred 
white in the beginning, but later on the central part begins 
to dry up and get brown, and then the whole tongue, in bad 
cases, becomes black and dry as a board ; it is then diflScult 
or even impossible to protrude without being first moistened, 
and even then the patient seems often to deliberate before 
putting it out when asked to do so.^ In typhoid fever the 
tongue is covered with a white fur, but is red at the tip and 
edges ; later on, a red streak appears down the centre, and 
this red streak soon becomes glazed, dry, and fissured, the 
bottom of the fissures being deep red ; the fur is generally 
brown or yellow-brown, and the tongue, if dry, is more often 
red and glazed than in typhus. In diabetes the tongue is 
often abnormally red and beefy. In scarlet fever the tongue 
generally presents the white or red strawberry character ; in 
both of these the papillae aie prominent, but in one they are 
seen standing out through a white fur, while in the other 
they simply project from a red tongue. Longitudinal deep 
fissures in the tongue have been noticed to be often associated 
with oxaluria. In abdominal diseases the tongue varies ; but 
it is often abnormally red, or slimy smooth and of a whitish 
colour in the centre, as if coated with isinglass. 

Aphthae occur on the tongue towards the end of exhausting 
diseases. 

In chorea the tongue when asked for is protruded suddenly, 
and then as suddenly retracted, its muscles partaking of the 
general choreic movements. In delirium tremens the tongue 



patients are taking, as iron, &c., and also to look out for its being stained by 
liquorice, black currants, and other articles of diet 

* Dr. Bennett calls a dirty tongue * coated * if smooth, and ' furred ' if 
rough. When the fur is breaking up, the tongue almost always begins to clean 
at the edges. 

' This slowness to receive and react upon impressions is very common iu 
typhus, and in other diseases? where nervous sensibility is impaired. 
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is moist, tremulous, and coated with a white creamy fur. In 
hemiplegia the tongue is generally protruded towards the 
paralysed side, owing to the preponderating force of the 
healthy genio-hyo^lossus muscle.* 

Appetite both for food and drink is much 
ppe 1 e. increased in diabetes. In hysteria it is 

sometimes perverted, and hence * pica ' (a fancy for strange 
substances as slate-pencil, &c.) arises. In most acute diseases 
and fevers the appetite for food vanishes, but that for drink 
is greatly increased. 

In phthisis pulmonalis there is generally an abhorrence of 
fat, and hence the oleaginous principles of food are not pro- 
perly supplied for healthy nutrition. In mesenteric disease, 
and in many cases of irritation of the stomach and intestines 
(especially from worms), the appetite is voracious. 

Nausea and vo- Nausea and vomiting may occur from 
miting. some aflfection of the stomach or oesophagus ; 

or may be sympathetic, depending on irritation elsewhere, as 
in the brain, lung, liver, or uterus, or from the passage of 
gall-stones, renal calculi, &c.* In cerebral vomiting there is 
little or no nausea, but the stomach refuses to retain anything 
introduced into it, emptying itself at once without eflfort; 
headache also occurs before the sickness comes on, and the 
tongue is often clean, and the bowels obstinately confined. 

In gastric or hepatic vomiting there is generally nausea, 
and much retching with the sickness which gives temporary 
relief; the tongue is often foul, the conjunctivae dirty or bile- 
stained, and diarrhoea or pain in the abdomen is present; 
headache, if there is any, comes on after the gastric symptoms 
are developed. Sickness is often present in advanced morbus 



' Sometimes from loss of teeth the tongue may not be protruded centrally, 
and hence in doubtful cases it is as well to look for this possible source of 
error. 

* In taking notes of vomiting, ascertain the time of its occurrence ; if after 
food, or not ; and if so, how long after. 
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cordis^ and in chronic Bright's disease ; and incessant retching 
is sometimes a symptom of pericarditis. Vomiting of a thin 
watery fluids sometimes acid, and often insipid, is diagnostic 
of pyrosis. Sickness or nausea often occur as premonitory 
symptoms of the exanthemata, and severe vomiting and pain 
in the back are generally the forerunners of smallpox, or 
erysipelas. 

Character of Vomited matters sometimes become covered 

vomit. with a head and ferment like yeast ; if some 

of this head be examined with the microscope, sarcina may 
be detected. Hsematemesis is generally diagnostic of gastric 
idcer, congestion or cancer of the stomach, vicarious men- 
struation, or obstruction to the portal circulation, as in 
cirrhosis, &c. ; blood that comes from the stomach is vomited 
and not coughed up, and is generally clotted and blackened 
by the action of the gastric juice on it ; if much escapes into 
the stomach, the patient often feels fisdnt before the blood is 
brought up.^ CoflFee^ounds vomiting late on in chronic 
diseases is generally prognostic of speedy dissolution. In 
some cases of dilated stomach vomiting only occurs every 
two or three days, immense quantities of food being then 
brought up. Regurgitation of food often takes place in 
aflfections of the oesophagus. Grrass-green vomit in peritonitis 
is generally of fatal omen. 

Enquire how often the bowels are open 
Bowels. . 

daily, and whether they are loose or confined, 

also whether tormina or tenesmus are present during their 

action. 

The character of the motions often aid us 
Motions. , . « . ,. . o T • 

greatly m forming a diagnosis.* In jaundice 

they are of a light clay colour, and intensely foetid in smell 

* Always see the blood for yourself, or you will be sure to mistake bleeding 
gums and hsemotysis, &c. for hsematemesis ; remember also that epistaxis may 
simulate i1^ from the blood having been swallowed before it is vomited up. 

' The motions should always be inspected at the commencement of a ease, 
and if necessary, as in typhoid fever, dysentery, &c., inspected every day. 
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from absence of bile. In typhoid fever the stools are quite 
liquid when passed^ and of a yellow-ochre colour; after 
having had time to settle, the top of the motion is found to 
be fluid, the gritty yellow ochrey sediment having subsided 
to the bottom of the vessel ; more or less blood may also be 
present in the motion. In dysentery the stools are found to 
consist of more or less slimy mucus and pus, mixed with 
blood and shreds of exudation ; in advanced cases the stools 
are pultaceous, and their odour is not faecal but one sui 
generis ; scybala may now and then be passed, and large 
sloughs of exudation may come away. When retained faeces 
have been the cause of intestinal irritation, scybala, coated 
with mucus and perhaps a little blood, may come away and 
aid a diagnosis. Blood acted on by the alvine secretions 
becomes black; hence tarry stools (melaena) indicate he- 
morrhage somewhere into the intestinal track.^ 

Fluid blood in the stools may come from haemorrhoids, 
as well as from other sources higher up in the intestine. 
Green stools may be caused in children by the excessive use 
of mercury, and large doses of mineral acids are said to cause 
green stools in adults. In troublesome constipation with 
pain, it is as well to look at the margins of the gums for the 
chance of finding marks of lead poisoning ; obstinate con- 
stipation also occurs commonly in diabetes. Eecollect that 
constipation is only a relative term ; and that if a patient 
eats nothing, but little faeces will be formed to pass away from 
him. Never forget in cases of abdominal obstruction to search 
the rectum for impacted faeces, and to look out for hemiae. 

In cases of sickness, pain in the abdomen, diarrhoea, and 
other disturbances of the alimentary canal, enquire the 
patient's occupation, as all the symptoms may be due to 
arsenic, or to some irritant poison having been taken into 
the system. 

' Kemember that iron causes the motions to assume a black colour. 
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One of the most convenient arrangements 
Abdomen. 

of the abdomen and thorax into regions, is 

that of Mr. Paxton, of Oxford (Aitken). By this method 
the body is divided into belts by six horizontal lines, and 
these belts are subdivided into smaller spaces by eight ver- 
tical lines. The horizontal lines are situated thus: — One 
aroimd the chest at the level of the clavicles ; one around the 
chest at the level of the third rib, touching the inferior bor- 
ders of the scapulse behind ; one around the chest at the level 
of the ensiform cartilage ; one around the abdomen at the 
level of the twelfth rib; one around the abdomen at the 
level of the anterior superior spines of the ilia ; one anteriorly 
following the course of the two ligaments of Poupart. The 
vertical lines are thus arranged ; — one on each side anteriorly 
stretching from the acromial end of the clavicle to the spine 
of the pubes ; one along the middle of the sternum ; one 
along the spines of the vertebrae ; one along the spinal border 
of each scapula, stretching from the transverse clavicular to 
the transverse mammary line ; one on each side dropping 
vertically downwards, from the posterior margins of the axillae. 
The anterior regions thus mapped out are nine in number, 
namely, from above, downwards ; — the right and left supra- 
clavicular ; the right and left infra-clavicular ; the right and 
left mammary; the epigastric, umbilical, and hypogastric 
regions. The lateral regions are ten in number, namely, from 
above, downwards; — ^the right and left axillary; the right 
and left infra-axillary ; the right and left hypochondriac ; the 
right and left iliac, and the right and left inguinal regions. 
The posterior regions are twelve in number, namely, from 
above, downwards; — the right and left supra-spinous ; the 
right and left infra-spinous : the right and left inter-scapular ; 
the right and left infra-scapular, or upper dorsal ; the right 
and left inferior dorsal ; and the right and left lumbar 
regions. The means used in investigating abdominal dis- 
eases are, generally, inspection, palpation, percussion, and 

c 
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auscultation.^ Large superfical blue veins, extending from 
the abdomen to the chest, are generally indicative of some 
obstruction to the return of blood through the inferior vena 
cava.^ Diseases giving rise to enlargement of the liver 
generally cause a fullness in the right hypochondrium ; those 
affecting the spleen in the same manner cause a fullness in 
the left.' Central enlargement from the pubes upwards 
is generally due to a distended bladder, or to pregnancy. 
In ovarian dropsy the swelling is lateral at first in one or other 
of the iliac regions ; whereas in ascites the swelling is uniform, 
or only most marked on the depending side, from gravitation 
of the fluid. In colica pictonum the abdomen is generally hard 
and drawn spasmodically inwards towards the spinal column, 
its muscles being drawn into lumps and knots. In typhoid 
fever the abdomen is tub-shaped ; convex from side to side, 
and not from above downwards. Palpation is used in several 
ways; — either by kneading the abdomen alternately with first 
one and then the other hand ; or by making sudden short 
downward pressure, so as to detect any solid body by the 
resistance offered by it to the fingers ; in another method one 
hand is placed behind the back of the patient, and the other 
in front of his abdomen, and thus the presence of any solid 

* Before uncovering the abdomen of a woman, always ascertain if she is 
unwelly as of course, if so, its exposure must be deferred until the patient has 
ceased menstruating. 

* Notice which way the blood is flowing ; as, if the superior vena cava is 
obstructed, it may be flowing downwards, so as to get access to the heart from 
below upwards through the inferior vena cava. To ascertain this point : if a 
vein be compressed with one flnger, and the blood be then squeezed out of it 
for about a length of two or three inches with another, so as to enclose an 
empty portion of vessel between the two compressed points ; it may be easily 
seen in which position the blood flows quickest, by taking off alternately the 
pressure from one or other spot. 

■ In diseases of these organs, the blood should always be examined microsco- 
pically (see Chapter XIV). The normal vertical dullness of the liver is, two 
inches on the left of the ensiform cartilage, three inches in the hepatic region 
anteriorly, and four inches in the right lateral hepatic region ; its upper border 
generally corresponds with the fifth rib, and its lower border to the margin of 
the ribs. The spleen has generally a vertical dullness of about two inches, and 
a transverse dullness of about four. (Piony.) 
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body between the two hands is very apparent^ In feeling for 
the edge of any organ or tumour, the best plan is to press 
the fingers deeply into the soft abdomen, below or above the 
mass to be investigated ; then moving the hands towards the 
tumour, still keeping the fingers firmly pressed into the 
abdomen, the edge of the mass may be felt distinctly resting 
against the fingers, and by relaxing the abdominal pressure, 
may be felt to ride over them. In using palpation, the 
abdominal walls should be relaxed by making the patient 
draw up his knees ; and the face should be watched during 
its performance, as expressions of pain are often seen in it 
before the patient complains of any. No more pressure 
should be used in palpation than is absolutely required, as 
much mischief, even rupture of an aneurism, or perforation 
of the stomach or intestine when ulcerated, might be caused 
by it. 

Situation where a tumour is felt is of gi'eat importance in 
diagnosis, for we naturally turn our attention at once to the 
organ that normally exists there. Thus in a tumour in the 
right hypochondrium, we think of the liver ; in the epigas- 
trium of the stomach, omentum, or pancreas; in the left 
hypochondrium, of the spleen ; in the flanks, of the ovaries 
or kidneys ; in the hypogastrium, of the bladder or uterus ; 
in the track of the aorta, of an aneurism ; and in the direction 
of the colon for impacted faeces ; but all these relations may 
be altered by disease. Surface and hardness should be most 
carefully examined : — Thus a roundish smooth tumour project- 
ing from any organ is generally a cyst, hydatid, or abscess. 
If the swelling is rugged and unequally bossed, it is often 
owing to cancer. If numbers of small hard irregular lumps 
occur in the liver, it is generally cirrhosed. If any organ, 
as the liver, is large smooth and painless, it may be owing 
to congestion, or fatty or amyloid degeneration. Swelling, 
hardness, and tenderness in the right iliac region, is often 
diagnostic of inflammation about the caecum, or some abscess 

c 2 
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connected with the spine. Pulsation should be felt for 
carefully in any swelling, but it must be remembered that 
any tumour in contact with the abdominal aorta may partake 
of its piilsation as well as an aneurism. Fluctuation should 
always be tried for, in suspected ascites or ovarian dropsy: 
it is best performed by pressing one hand firmly against one 
side of the abdomen or tumom* to be examined, and then 
flipping the other side of the swelling sharply with the 
fingers of the other hand ; an impulse of the wave caused by 
this act will then be more or less distinctly felt.* Percussion 
is of great use in the diagnosis of abdominal diseases ; dull- 
ness of course indicates some solid or fluid mass, and 
resonance, or tympanitis, air in the intestine. Aid in 
ascertaining the boundaries of contiguous masses, provided 
they are of diflferent densities, may sometimes be obtained 
by combined percussion and auscultation; the method of 
proceeding is to listen with a stethoscope at one end of the 
mass, while some one begins to percuss the other end, per- 
cussing up gradually towards the auscultator ; as the percussor 
passes from one mass to the other, a change of note will be 
perceived. Auscultation is sometimes of use in exploring 
the abdomen ; thus the foetal heart, or uterine souffle, heard 
in an abdominal tumour, may solve many a mystery. 
Murmurs may be heard in many fibroid tumours, and in 
some eases over the liver. In peritonitis a friction sound may 
sometimes be heard. 

* If the edge of a hand or a thin book be pressed on the abdomen at right 
angles to the wave that is generated, fluctuation, if fluid is present, will still 
remain, but the fallacy of fluctuation of the abdominal walls will be avoided. 
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CHAPTER III. 

URINARY SYSTEM. 

dysuria — quantity passed in twenty-four hours — 
colour — smell — acidity — specific gravity — deposit 
— chemical and microscopical examination^ alonb 
and combined (albumen, casts^ blood, sugar and 
bile). 

In dysuria or pain in passing urine, 

enquire the seat of pain^ and test the 

regions of the kidneys for tenderness on pressure. Pain in 

the urinary track is generally caused by acute nephritis, the 

irritation of cantharides, abnormal states of the urine, or the 

passage of a stone or gravel.^ 

When a patient complains of passing no 

Quantity of urine. . i. ..,.,, ,. , « , 

unne, or of its dnbbling away, always feel 

for a distended bladder. The hypogastric region should be 
daily examined in paralysis, in fevers, and where the sensi- 
bility of the patient is dulled.* Eetention of urine is most 
common in typhus and typhoid fevers, cases of paralysis, 
hysteria, or where a calculus is present. Absolute suppres- 
sion occurs most commonly in cholera, in cases of irritant 
poisoning, in strangury, and in acute and chronic Bright's 
disease. When the quantity of the urine is much increased, 
it is generally owing to diabetes, chronic albuminuria, 
nervousness, or hysteria. In acute nephritis and in some 

> Always keep an eye open for gonorrhsea, &c, and uterine affections in 
women. 

' In women the presence of some uterine affections, hs versions, &c., should 
always be remembered as a cause of anuria and dysuria. 
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other varieties of albuminuria the quantity is diminished, 
and this also occurs in most febrile states.* 

Frequent micturition, especially at night, is often charac- 
teristic of morbus Brightii. 

The colour of urine is generally high in 
all cases of fever. In acute albuminuria or 
haematuria it is bloody or smoky, and in chronic albuminuria 
pale and often opalescent.* In jaundice it is of a deep 
yellow or mahogany colour. In hysteria it is pale, limpid, 
and passed often in large quantity. In affections involving the 
portal circulation, the urine is often very high coloured, and 
deposits urates stained bright pink or red from purpurine. 

The smell of urine is often altered bv 

SmelL ^ 

food or drugs, as when asparagus is taken ; 

or turpentine, in which the urine acquires a smell of violets. 

In affections of the spinal cord it is often ammoniacal, and 

when pus or mucus is present (generally from retention of 

urine in the bladder) its odour is foetid, and also smells of 

ammonia. In diabetes the smell of the urine passed is 

sweet, and when the urine contains cystin it is said to acquire 

an odour of sweetbriar. 

When the specific gravity of urine is 

Specific gravity. 

low (as below 1*015) albumen should always 
be sought for, and if its density is above 1*025 or 1*030, it 
should be tested for sugar and excess of urea. In all cases 
when a patient is admitted the urine should be examined 
once thoroughly for sugar, albumen, bile, casts, &c. &c., as 
then, if any of these abnormal states afterwards occur, there 
will be some data to go upon as to the time of their com- 
mencement. Finally, in all cases of scarlet-fever, the urine 
should be tested daily for the chance of albuminuria occurring. 
(For further information under this head see Chapter XI.) 

* Of course any great fluid drain on the system, as profuse diarrhcea, 
sweating, &c., will diminish the quantity of urine passed. 

* Medicines, as rhubarb or logwood, taken internally, may colour the urine 
red, and port wine or other ingredients may bo mixed with it for the purposes 
of deception. (See urine containing albumen, in Chapter XI.) 
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CHAPTER IV, 

GENITAL SYSTEM. 

GATAMENIA — BISORDEBS OF THE ORGANS OF GENERATION 
IN BOTH MALE AND FEMALE. 

In women it is necessary to enquire 
whether the menstrual function is carried 
on properly or not, and amenorrhoea, dysmenorrhoea, mo- 
norrhagia, leucorrhoea, and vicarious menstruation, shoidd 
be noted. 

As pregnancy is one of the most common causes of ame- 
norrhoea, it is as well to keep the chance of such an occur- 
rence in mind when a patient complains of the catamenia 
having ceased.* 

The possibility of the patient, whether 
Genital disorders. , - , , . , , .1. 

male or female, havmg gonorrhoea or syphilis 

should be kept in mind, and if suspicions arise this point 

should be enquired into. In hypochondriasis, impotence or 

some disease of the genital organs is often fancied to be 

present, and in diabetes there is often an entire loss of sexual 

desire. 

* If this is suspected in an unmarried girl, a rapid glance at the develop- 
ment of the mammae during cardiac auscultation may aid much in forming an 
opinion, without subjecting the patient to imnecessary annoyance ; this seems a 
little point, but it illustrates well the whole secret of what is called * Observa- 
tion.' 
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CHAPTER V. 

RESPIRATORY SYSTEM. 

alib nasi — discharge from nares— character and 
number op respirations — ^voioe — throat — cough — 
expectoration — physical examination of chest (in- 
spection, measurement, vocal vibration and e3lpan- 
sion as tested bt the hand, percussion, natural 
breathing, forced breathing, cough if necessary, 
voice, and unnatural loudness of conducted heart 
sounds). 

Dilatation and contraction of the alse 

Alee nasi. 

nasi during respiration, is generally charac- 
teristic of thoracic disease ; it also occurs in some nervous 
persons, but is then not always synchronous with the respira- 
tory acts. 

Discharge from Discharge from the nose generally in- 
Nares. dicates catarrh, foreign bodies in the nostrils, 

disease of bones (often syphilitic), or glanders.^ 

Character and ^^® varieties of respiration are often 
number of respi- characteristic of different diseases. Thus in 
rations. coma it is stertorous ; in laryngitis, long and 

wheezing ; in the stridulous laryngitis of children crowing or 
whistling, and this crowing inspiration also occurs in croup. 
Abdominal respiration generally indicates an acute attack of 
pleurisy, pleurodynia, or disease of the spinal cord between the 
origins of the phrenic and intercostal nerves. In peritonitis 

' In some cases, especially after scarlet fever, it may be connected with some 
disease inside the cranium. 
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and rheumatic affections of the diaphragm and abdominal 
muscles, or where the abdomen is much distended as with 
fluid, the breathing is thoracic. Cephalic breathing occurs in 
connection with some diseases of the brain, and with a fatty 
heart. Whenever the circulation is excited the number of 
respirations per minute are increased, and in some nervous 
states they are very rapid ; generally, however, in the absence 
of specific fevers, hurried breathing is a diagnostic sign of 
some intra-thoracic disease. 

Alterations of the voice occur in several 

Voice, . . , . . 

diseases. In acute laryngitis the voice is 
hoarse and whispering, or altogether lost. In laryngeal 
phthisis also the voice becomes a harsh loud whisper, sound- 
ing as if formed from the roof of the mouth. Alterations of 
the voice, rendering it coarse and croaking, also occur in 
syphilitic laryngitis. Aphonia occurring suddenly, without 
other symptoms indicating acute disease or paralysis, is 
generally hysterical, and even acute laryngitis is sometimes 
simulated by this Protean malady. Aphonia may also 
occur from paralysis, and in some persons is often produced 
on the least cold being taken. In all affections involving 
the larynx, the possibility of an aneurism, or tumour pressing 
on the laryngeal nerves, should be kept in mind.^ 

In all cases where sore throat is com- 
Throat. 

plained of, it should be examined with the 

spatula. Sore throat conjoined with fever, headache, and a 

strawberry tongue, is generally diagnostic of scarlet fever. 

In tonsillitis sore throat is present, accompanied by a tongue 

thickly coated with a white creamy fur. In diphtheria the 

fauces are covered with an ashy grey leathery exudation; 

and in syphilis we find the throat affected with superficial 

snail track excoriations, or deep foul ulcers with hard bases. 



• In affections of the krynx the laryngoscope may be employed, if the clerk 
hafi time and skill to use it. 
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In the commencement of phthisis pulmo- 
nalis^ the cough is dry, short, and hacking. 
In chronic bronchitis and emphysema, it is long, straining, 
and loose. In pertussis, the cough is long and violent, and 
then a characteristic whoop is heard on inspiration, and the 
lungs being again filled the whole process is repeated. In 
croup, a brassy ringing cough often gives us the first indi- 
cation of its approach : and in acute pleurisy, the short 
restrained cough, combined with the patient's posture and 
aspect of pain, often lead us to form a rapid and correct 
diagnosis.* A dry, hollow, barking, importunate cough, is 
generally hystericaL Cough may be reflex ; it is then gene- 
rally a dry one, and is often caused by dyspepsia, obstinate 
constipation, or worms ; sometimes it is caused by an elon- 
gated uvula, or by some guttural irritation, hence it is a 
good rule always to examine the throat, when no apparent 
cause for cough can be detected elsewhere. 

In haemoptysis, the blood that is expec- 

=^°"''°"- torated is bright, florid, and often mixed 
with sputa ; it is brought up by coughing, a certain amount 
of discomfort in the chest and tickling in the throat having 
preceded it.^ (For other information under this and the pre- 
vious head, see diseases of the lungs, Chapter XII.) 

Physical exami- ^^ inspecting the chest of a patient, see 
nation of chest. that he first stands or lies square ; by this 
precaution all fallacies will be avoided, and any inequalities 
that are present will be apparent.' When measurement is 
resorted to, it should be remembered that the right side is 
naturally larger than the left by half an inch, and the tape 
should always be carried straight round at right angles to 

> In all cases of dry ringing cough, the chest should be most carefully ex- 
amined for a thoracic aneurism. 

' The most common cause of haemoptysis is phthisis pulmonalis, the next 
morbus cordis and aneurism ; vicarious menstruation may also give rise to it. 

* In looking for a swelling or pulsation as in thoracic aneurisms, it is often 
best to look at a patient's chest sideways, and not stand directly in front of it. 
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the spine.* Observations on both sides should be made 
either when the chest is expanded or when it is contracted, 
as of course to measure one side during inspiration and the 
other during expiration would involve a fallacy. In testing 
vocal vibration, and expansion, great care should be taken 
always to compare both sides in corresponding regions, and 
with the hands of the auscultator in equivalent positions. 
Vocal vibration as tested by the hand does not always cor- 
respond with alteration of voice sounds as heard through a 
stethoscope.^ During auscultation the position of the patient 
is of importance ; when listening to the front of the chest, 
the shoulders should be thrown well back ; in listening to 
the back, the arms should be folded over the front of the 
chest and the patient should lean slightly forwards ; and in 
listening to the lateral regions, the arms should be held up 
above the patient's head. The whole art of percussing well 
consists in resting the fingers used as a pleximeter firmly 
against the patient's chest, and then striking them sharply and 
at right angles, with the tips of one, two, or three fingers of the 
other hand ; the motion required to bring out a clear sound 
should always proceed from the wrist, and not from the elbow.' 

* A tape graduated into inches, having its zero in the centre, the inches 
counting towards each end, is a useful one in practice ; as if, for instance, the 
zero be placed on one of the spinous processes of the vertebrae, and then the 
ends be brought round the patient's chest meeting at the sternum, each end of 
the tape will give the girth of its own side, without any calculation being 
required. The other side of the tape may of course be graduated in the usual 
manner, the zero being at one end. In left-handed people, both sides have the 
same measurement. 

* In physical examination of the thorax, it should always be remembered 
that it is the comparative difference between the two lungs that generally 
indicates disease : thus absence of vocal vibration in both lungs is generally of 
no import ; but should it occur only in one, disease is present ; hence in all 
caseSf both during percussion and avsctdtationy corresjponding spots on the two 
sides of the chest shotdd be alternately compared, 

■ A modification of percussion is sometimes useful in finding out whether 
there is air in the pleural cavity, or whether some large hollow space contain- 
ing air exists in any part of the lung : The auscultator applies his ear over the 
suspected spot, and gets a neighbour to percuss the opposite side of the chest, 
using instead of his fingers two large coins (as half-crowns) for plessop and 
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During percussion the sense of resistance given by the chest 
should always be noted, as well as the sound that is heard. 
In estimating very slight diflferences in the percussion note 
the ear must be so held as to be the same distance from 
where the sounds proceed on either side: this is not an 
imaginary but a practical refinement. Method in auscultation, 
as in most other things, is everything, and the best way to 
proceed is to place the stethoscope on one side of the chest 
over the region to be examined, and to listen, first to natural 
breathing, then to forced breathing (making the patient 
cough if necessary), and then to the voice ; this done, move the 
stethoscope to the exact corresponding spot on the other side 
of the chest, and go through the same process.* Always note 
any abnormality in the conducted heart sounds, when exam- 
ining the pulmonary organs. (For further information under 
this head see Chapter XII.) 

plezimeter respectively ; if there is any space containing air between the ear 
of the auscultator and the part percussed, the sonnd heard will be ringing 
and beU-like ; i^ however, the lung is normal, only a dull sound will be per- 
ceived. 

> When pressure with the stethoscope causes the patient much distress, a 
good plan to adopt is, holding the instrument in the hand, to press its large end 
firmly against the ear so as to shut out all sound : then to move^ntly towards 
the patient, hand head and stethoscope together, tiU the small end of the 
latter touches the part to be examined. By this simple means the pressure of 
the auscultator^s head fialls on his hand instead of on the patient's chesty who 
is thereby saved much unnecessary pain. 
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CHAPTER VI. 

CIRCULATORY SYSTEM. 

Part I. — pulse (frequbnct, character, state of 

HARDNESS OF THE ARTERIAL COATS, EQUALITY OR OTHER- 
WISE OF THE TWO RADIALS, VISIBLE PULSATIONS). 

Part II. — ^heart (inspection, point of apex beat, 

EXTENT AND CHARACTER OF IMPULSE, AREA OF DULLNESS, 
FRICTION, MURMURS, THEIR SITUATION AND TRACX). ^ 

Part III. — ^laroe vessels (inspection, increase of ex- 
tent OF DULLNESS, IMPULSE AND PULSATIONS, MURMURS). 

Part I. 

PULSE. 
In testing the frequency of a puke twenty 
seconds will be found a convenient time, as 
the error in a minute can then but be very small ; if, how- 
ever, the least inequality or irregularity is observed, it should 
be counted a whole minute, or more if necessary.* 

* The pulse of a nervous person should not be counted for some time after it 
is felt) and the attention of the patient should be, if possible, diverted to some 
other subject. 

When no pulse can be felt in the radial artery, the information required can 
often be gained in the brachial. 

Normal frequency of Pulse, 

At Birth. . . 140-160 In Youth . . . .90 

In Infancy .120 In Adult Age. . 60-75 

In Childhood . . .100 In Old Age ... 70 

Decrepitude . . . 75-80 

The female pulse, after 7 years of age, is about 10 beats quicker than the 
male. Where much subsnltus is present, the pulse may be easily counted by 
holding the patient's hand steady with one hand, while his pulse is felt with the 
other ; it may often also be felt easily in one of the temporal arteries. 
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In estimating a pulse medically, several 
things must be taken into consideration. 
Firstly, the natural or impaired structure of the arterial 
coats; secondly, the tonic contraction and elasticity of the 
artery itself; thirdly, the suddenness and power of the 
impulse communicated to the artery by the heart's action ; 
and fourthly, the amount of blood the artery contains, and 
whether this quantity undergoes any sudden diminution. 
Abnormal hardness of an artery from change in its coats is 
best tested by running the fingers along its surface ; this is 
generally tortuous, and feels hard, cordy, and not naturally 
elastic. Compressibility of a pulse depends on the amount 
of tone and elasticity present in the arterial walls, and also 
partly, perhaps, on the sustained power of the heart's contrac- 
tions. Where tone and elasticity are in excess, the pulse 
is hard and incompressible ; but where they are deficient, 
the pulse is soft and easily extinguished. Fullness of an 
artery depends chiefly on the amount of blood sent into it at 
each contraction of the heart ; if this is constantly the same 
the pulse is equals if otherwise it is called utiaguai.^ Sharp- 
ness or quickness of beat depends on the suddenness of the 
heart's systole ; and therefore of course, in this case, a pulse 
may be slow in frequency, as it is the quality of each beat 
and not the number of pulsations per minute that is here 
estimated. Where the elasticity of the large arterial trunks 
is destroyed, as in aortic disease, or aneurism, the pulse 
becomes jerking, thrilling or vibrating; and if the aortic 
valves permit of regurgitation, the pulse is sudden and 
abrupt, as if *shot under the finger,' the wave not being 
sustained, , 

In mitral disease the pulse is generally weak, unequal, and 
irregular ; and in some cerebral diseases the frequency of the 
pulse varies greatly at diflferent times, and often aids us in 
diagnosis. The typical pulse of acute rheumatism is full, 

' Fullness is estimated by the pulse striking a large portion of the finger 
feeling it. If only a yeiy small portion is struck the pulse is said to be small. 
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bounding, rapid^ and very compressible ; while that of peri- 
tonitis and some other acute inflammations of serous mem- 
branes is small, frequent, hard, and incompressible. When 
the consistence of the blood is modified, as in anaemia, the 
pulse acquires a thrilling character. Unequal pulses in the 
two radials generally indicate aneurism, pleurisy with large 
effusion, or some tumour interfering by pressure with the 
passage of blood into the vessels of the side where the pulse 
is feeble. Sometimes a pulse is met with which has an 
undulating character ; this appears to be the result of a very 
weak action of the heart ; the systole not being sustained, 
while the elasticity and tone of the artery are very much 
diminished. Visible short pulsations in different arteries of 
the body are generally indicative of aortic regurgitation. 



Pakt II. 

HEART. 

In inspecting the cardiac region, see 
Inspection. i .1 ., i ., 

whether the heart s movements are apparent 

over an extended space, and whether the intercostal spaces 

sink in or not during its action. 

Physical exami- To find the apex of the heart, feel for the 

nation. point lowest and most to the left, in which 

its impulse can be felt.* The normal position of the apex 

beat is between the fifth and sixth ribs, an inch and an half 

below the nipple, and an inch to its sternal side. In disease 

this position is often altered. In cases of emphysema the 

apex is often seen beating in the epigastrium ; and in pleurisy 

with large effusion, or empyaema, the heart is often pushed 

over towards the sound side. Hypertrophy and dilatation of 

the heart also alter the position of the apex beat, and it may 

be pushed aside by tumours in the chest, or upwards by ascites, 

* Sometimes by making the patient sit np, and lean forward, the apex can be 
more easily distinguished. 
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ovarian dropsy, or some tumour in the abdomen. Extent 
and character of impulse is best estimated by pressing the 
fingers or whole hand over the normal situation of the heart. 

In hypertrophy the impulse is steady, heaving, and irre- 
pressible ; in excited cardiac action it is sharp, and knocking ; 
while if there is much fluid in the pericardium, or if the 
heart is entirely covered by emphysematous lung, no 
impulse at all may be felt.^ In a weak or fatty heart the 
impulse is also greatly diminished. To find the area of 
cardiac dullness requires very careful percussion ; it normally 
exists for a circle two inches in diameter, taking as a centre 
the middle of the fifth costal cartilage. In hypertrophy and 
dilatation of the heart, the increase of dullness is on the 
whole most transversely : while in pericarditis with efiusion, 
though the dullness extends in all directions, it is mostly 
increased upwards and rather to the right ; in the latter case 
also, the sound given out by percussion is more absolutely 
dull, and the sense of resistance is more increased than in 
cardiac hypertrophy. 

Emphysematous lungs, pneimiothorax, or a stomach full of 
air, may mask or diminish the heart's normal dullness, as well 
as atrophy of the heart itself. The practical distinction 
required in the diagnosis of cardiac murmurs, is whether 
they are heard loudest at the base or apex of the heart ; and 
whether they coincide with the time of its systole or 
diastole. As a general rule in listening for murmurs at 
the base of the heart, first place the stethoscope over the 
centre of the sternum, at the level of its junction with the 
third ribs. If a murmur is heard there, move the stethoscope 
upwards towards the junction of the second right cartilage 
(aortic cartilage) with the sternum, and to the first right 
intercostal interspace, and see if the murmur remains loud 
in that direction ; then shift the stethoscope to the junction of 

' Never be satisfied till you have found the situation of the heart ; not very- 
long ago I met with a case in which it was situated in the right side of the 
chest, evidently a congenital transposition. 
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the second left cartilage (pulmonary cartilage) with the 
sternum, and to the first left intercostal space, and compare 
the loudness of the murmur heard there with that pre- 
viously heard on the right side. If the murmur is one 
situated at the base, and is heard louder when traced 
upwards and to the right, than upwards and to the left, it is 
probably dortic; if, however, it is heard loudest when 
traced upwards and to the left and less loud to the right, 
it is probably situated in the pulmonary artei^. In listen- 
ing for murmurs at the heart's apex, first place the stethoscope 
over the spot where the actual point of the heart is felt 
beating, and then shift the stethoscope over the lower part 
of the sternum and ensiform cartilage. A murmur heard 
loudest at and about the apex of the heart, is generally 
mitral : while one heard loud at the ensiform cartilage and 
all over the right ventricle, is generally tricuspid. During 
the auscultation of murmurs at the apex, always move the 
stethoscope well beyond the apex of the heart into the left 
axilla, as murmurs sometimes may be detected there, when 
listening over the actual heart's apex gives no abnormal sound. 
If in doubt about the presence of a faint murmur, by getting 
the patient to hold his breath it will often become more ap- 
parent ; this also removes the fallacy of one of the sounds of 
respiration being mistaken for a murmur. When a murmur 
is heard at both the apex and base of the heart, it is some- 
times difficult to find out whether it is a single one, or one 
situated at both the aortic and mitral orifices ; by listening 
however, carefully downwards, from base to apex, the sound 
will generally become fainter and then again stronger as the 
auscultator passes from one region to the other, if the 
murmur has a double origin ; or the nature of the sound 
may even be changed entirety.' Always determine whether 
a murmur is systolic or diastolic, by feeling the pulse or 

' Sometimes a murmur being heard in the carotids, may clear up the doubt 
of there being a murmur at the base of the heart as well as at the apex. 
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impulse of the heart when listening to the murmur. 
Hsemic murmurs may be heard at the heart's base in anaemia 
and in some of the exanthemata; in this case the murmur 
is generally soft and blowing, and murmurs can also often be 
heard in the carotids, and in the large veins of the neck. 
Pericardial friction-sounds are generally suflSciently plain to 
the ear of the auscultator, but sometimes in commencing 
pericarditis the heart's sounds are cantering, no friction being 
heard, or only a single rub may be present ; occasionally also 
only a churning sound is to be heard.^ (For further informa- 
tion under this head see Diseases of the Heart, Chapter XIII.) 



Part III. 

LARGE VESSELS. 
Any swelling or visible pulsation in the 

Inspection. . . -,■,•»■, 

large artenes and vems of the neck, should 
be carefully looked for and ausculted if necessary ; and a 
varicose state or any unusual development of the systemic 
veins should be noted. In a well-marked case of aortic 
regurgitation, all the arteries of the body that are visible 
pulsate jerkingly. In cases of suspected aneurism, whether 
in the chest or abdomen, the situation of the large vessels 
should be most carefully examined for swelling, and percussed 
for any abnormal dullness ; any impulse or pulsation felt or 
seen in them should be carefully noted, and murmurs should 
always be listened for. 

Physical exami- ^^ anaemia the bruit de diable may gene- 
nation, &c. rally be heard in the jugular veins, and soft 
systolic murmurs also in the larger arteries. In tricuspid 
regurgitation, the veins of the neck visibly pulsate, and in 
many cases of aortic and cardiac disease the carotids are 
noticed to pulsate tumultuously. (For further information 
under this head see Chapter XIII.) 

* In all cases of acute rheumatism, especially in the young, the clerk should 
examine the heart daily. 
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CHAPTER VII. 

INTEGUMENTARY .VND GLANDULAR SYSTEMS, 

Pabt I. — SKIN (heat, moisture and rouqhness, 

ODOUB, COLOUR, (EDEMA, SCARS, ERUPTIONS). 

Part II. — glands and lymphatics (swelling and 
redness). 

Part I. 

SKIN. 

The temperature of the skin is one of the 

Heat. . ^ . , . , . 

most important points to be noticed m a 
patient, as it discloses at once the presence or absence of a 
febrile disease ; the part in which it is estimated should be 
one which has been previously well covered up, as the hands 
&C. if exposed may be quite cold, when the axillae and trunk 
of the body are burning hot. The clinical thermometer is by 
far the best method of estimating the heat of a patient ; and 
it would much enhance the value of every case taken, and 
also aid the progress of the profession at large, if every 
patient's temperature was daily noted during the progress of 
any acute disease.* In taking temperatures, care should be 
taken that the patient has been in bed some time, and has 
been well covered up ; before placing the thermometer in the 
axilla, always take care that the linen of the patient is pushed 
entirely away fi-om where the instrument is to be situated, 
then having placed it well in contact with the skin of the 
axilla, fold the arm over the chest as if the hand were about 

* On this point the observations of S. Ringer, in his book on * Phthisis,' may 
be consulted with advantage. 

u 2 
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to grasp the shoulder of the other arm ; this, as a general rule, 
will hold it well in place ; as long as the bulb of the ther- 
mometer is entirely in contact with the axillary walls posture 
is of no import, but no doubt a position midway between 
lying on the back and on the side is generally most conve- 
nient, as advocated by Einger ; after the introduction of the 
instrument the patient's chest and shoulders should be well 
covered up mth the bed-clothes, and from four to five minutes 
should elapse before the final temperature is read oflf. (The 
time of day at which the temperature is taken should always 
be noted ; and if possible it should be taken about the same 
hour, day after day.*) 

Moistute and ^ ^^7 ^^ moist state of the skin is a point 

roughness. of great moment, and differs much in differ- 

ent diseases ; thus in acute rheumatism drops of sweat are 
often seen standing on a patient's face ; and I have observed 
this not unfrequently in typhoid fever. In hectic, as is well 
known, the night perspirations are profuse and drenching ; 
while as a general rule in the onset of acute diseases, as 
pneumonia or typhus fever, the skin is arid and often loses 
its soft supple feeling, becoming dry and harsh. In diabetes 
the skin is harsh, dry, and cool : and during the desquamative 
stage of scarlet fever, it is rough and scaly. (Whenever the 
skin is found to be desquamating, the clerk should enquire 
carefully for some previous history of scarlet fever, erysipelas, 

> Some observers have objected to temperatures being taken only once a day, 
saying, that the morning and evening temperatures differ so much that one 
abservation is of little value. This is in some diseases true (as in ague, 
erysipelas, and the latter part of typhoid fever) ; but, by taking the mean of a 
number of morning and evening observations as a standard more or less true 
for a mid-day observation, I have found a single temperature taken about the 
same hour every day, to be of great value in the diagnosis of disease. I do not 
undervalue two or three daily observations ; but think, that for the thermometer 
to be of real use to us as medical practitioners, we must be satisfied with its 
use, as a rule, only once a day. Let me add however that in certain diseases, 
as in * Phthisis,' so well investigated by Kinger, I should not venture to form a 
prognosis &c. of a case, without taking the temperatures for some time 
morning and evening daily. 
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or some of the exanthemata.) Hypertrophy of the cuticle, 

causiDg the skin to feel rough and scaly, also occurs in 

ichthyosis. 

Odour of the skin and perspiration some- 
Odour. ^ ^ 

times aflFords us aid in diagnosis; thus in 

acute rheumatism the odour given out is acid and disagi'eeable, 

like that of a sour poultice. In a case of Dr. W. Begbie's, 

where excess of uroxanthine was present in the urine, the 

perspiration and breath acquired the odour of violets. During 

the maturation of the small-pox pustules, the skin gives out 

a peculiar greasy disagreeable smell, which once experienced 

is not easily forgotten.^ Again, typhus and typhoid fever 

have each their own proper odour, that of the latter being 

sometimes strongly mousy. 

The natural colour of the skin alters in 

CJolour. 

many diseases: — Thus, in jaundice it be- 
comes tinged with yellow. In all diseases associated with 
anaemia it is pallid, and often mixed with yellow as in 
chlorosis and cancer. In morbus cseruleus it is dusky purple, 
or even blue; while in all diseases where the aeration of 
blood is not properly carried on, the skin becomes dusky. 

Bronzing of the skin is diagnostic generally of supra-renal 

capsular disease. A red ear on one side coming on after 

taking food, is often characteristic of dyspepsia ; and a redness 

and burning feeling occasionally coming round the margins 

of the palms of the hands, generally indicates indigestion or 

hectic. 

_ CEdema of the skin and general anasarca 

(Edema. 

should always be looked for; the latter 

usually indicates morbus Brightii, but in advanced cases of 
disease of the heart there is always much oedema present. 
Local oedema's often lead us to the diagnosis of local inflam- 
mations in their neighbourhoods, 

' The Ceylon Cheetah or Leopard smells it out, and seems to be strongly 
attracted by it. See Emerson Tennant, Vol. i. p. 141. 
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Swelling of the feet at night, which subsides by the morn- 
ing after a night's rest in the horizontal posture, is of common 
occurrence in many cases of debility.* 

Any scars that the patient has about him 
must be noticed ; and the marks of previous 
cupping, leeching, &c., as this may point to some former 
ailment having existed, of which the patient has no recollec- 
tion.^ Again, the maik of a deep cut over the main branch 
of a nerve, may account for many anomalous symptoms of 
numbness or paralysis, which might otherwise have led us to 
suspect some more deep-seated disease in the nervous system. 

^ The characters of some of the more common 

Eruptions. 

febrile eruptions are so important, and so 
frequently met with, that I shall here describe a few of those 
which the clerk is most likely to meet with. In varicella the 
eruption comes out within twenty-four hours, as a pimply 
rash, often sparing the face ; on the second day the pimples 
become vesicular, and these scab and fall oflf about the fifth 
day, the vesicles never having become pustular. In scarlet 
fever the rash comes out on the second day, and occurs in 
crimson coloured patches which often unite, reddening the 
whole surface. In small-pox the eruption generally first 
shows itself on the third day, as a number of elevated hard 
papulae coming out on the face, and then afterwards on the 
body ; on the sixth day these papulae have become vesicular, on 
the eight day pustular, and on the eleventh or twelfth day 
the pustules dry up into scabs, which then fall off, leaving a 
temporary purplish red stain, or perhaps a pit. The eruption 
of measles comes out as a papular raspberry-coloured rash on 

' In testing for cedema, the skin over a bone (as the tibia) should always 
be the part tried, as pitting takes place there more readily than over a soft 
part. 

' If, for instance, in a patient suffering irom a second attack of acute 
rheumatism where an endocardial murmur is present, we find the marks of 
previous cupping or leeching over the prsecordial region, this point alone may 
lead us to conclude that the murmur is not one of recent origin, though the 
patient may deny that his heart was at all affected during his previous attack. 



CHAP. VII. INTEGUMENTARY AND GLANDULAR SYSTEMS. 39 

the fourth day, and these papulae often unite into crescentic- 
shaped patches. In typhus the whole skin is mottled and 
has a dusky appearance from the presence of a subcutaneous 
rash, while on its surface are a number of mulberry-coloured 
irregularly-shaped spots, elevated, and disappearing on 
pressure; the eruption first appears from the fifth to the 
eighth day, and sometimes, especially late on in the disease, 
becomes petechial. In typhoid fever the general surface of 
the skin is clear and healthy, while here and there, if carefully 
looked for, small rose-coloured elevated lenticular spots are 
to be seen, which though elevated disappear entirely on 
pressure ; they come out about the tenth day, last three or 
four days, and then disappear, a fresh crop springing up in 
some other part previously healthy.^ Purpura is characterised 
by the presence of a number of red or claret-coloured spots 
of different sizes occurring over the body ; these spots, when 
fading, go through all the stages of colour which are observed 
to take place in an ordinary bruise. Sudamina, i. e. crops of 
small transparent vesicles, are seen in many diseases where 
sweating occurs ; they can often be diagnosed by the sense of 
touch. In erysipelas the skin is red, hot, and swollen from 
oedema ; it is often accompanied by pain, swelling, and tender- 
ness of the lymphatic glands of the neck : Frank afifirms 
that sharp fever for twenty-four or forty-eight hours, plus 
this glandular affection, is diagnostic of an approaching 
attack of the disease. In acute rheumatism the joints affected 
are often hot, swollen, and tender ; the skin over them is fair 
and clear, often tinted with a faint pink flush ; and the veins 
of the part are blue and prominent.^ The smaller joints in 
acute gout present much the same appearance ; but desqua- 

» These require to be very carefully looked for, as they are often few in 
number and would be entirely passed over by a careless observer ; they are 
distinguished from flea-bites by the latter being round and red, with a dark 
pink spot in the centre. 

* In all cases of acute rheumatism, especially in the young, the heart should 
be ausculted daily. 
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mation takes place afterwards in them, which does not occur 
in rheumatism. The last eruption I shall speak of is that of 
erythema nodosum ; in this disease red oval elevated patches 
or bumps, about an inch or an inch and a half in diameter, 
come out generally on the anterior surface of the legs, their 
long diameter generally corresponding with the long axis of 
the limbs; after lasting out a few days these red patches 
fade, or often change to a blue and then gradually subside 
altogether.* 



Part II. 

GLANDS AND LYMPHATICS. 



Swelling and SwoUen glands are now and then of use 

redness, to US in framing an opinion. Thus where a 

doubtful tumour has been discovered in the chest, the 
presence of swollen glands in the neck or axilla would lead 
us to believe that it is of a cancerous nature. Again, swollen 
glands in the groin lead us to look out for some disease in 
the genital organs, or in the leg of the side aflFected. One of 
the best marks of struma in children is the occurrence of 
swollen and diseased glands at the side of the neck. Swell- 
ing of one or both parotid glands, accompanied by a febrile 
state, is diagnostic of cynanche parotidea. In farcy the 
glandular system is the principal one aflFected, and both the 
glands and lymphatics become swollen and painful. Some- 
times the diagnosis of syphilis may be aided, by finding a 
swollen state of the glands at the back of the neck just under 
the occiput ; or swelling' of the inguinal glands may aflford 
some information of venereal disease. Anaemia, if accom- 
panied by a general enlargement of the glands of the system, 
including the liver and spleen, is generally diagnostic of the 

* To go into diseases of the skin would be out of the province of this work, 
"but the clerk should always describe carefnllj any eruption that may be 
present. 
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state called leueocythemia. Any local irritation may cause 
enlargement of the glands round the part aflFected ; thus 
sometimes in convulsions during infancy, a swollen state of 
the glands about the' jaw and ears may show us that the 
primary cause of the mischief is to be sought for in the 
mouth, and not in the state of the nervous system. Swelling 
of the glands of the neck also occurs in diseases aflFecting the 
throat, as scarlet fever, diphtheria, &c. ; and swelling of the 
salivary glands also sometimes occurs, and often points out to 
us that the patient has been previously dosed, or perhaps 
even poisoned with mercury. (See Abnormal States of the 
Blood, Chapter XIV.) 
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CHAPTEE VIII. 

NERVOUS SYSTEM. 

Part I. — cerebral (intelligence, vertigo, stupor, 
coma, sleep, dreams, delirium, hallucinations, 
cephalalgia). 

Part II. — special sense (sight, hearing, smell 

AND TASTE, TOUCH). 

Part III. — spinal and cerebro-spinal (spasm in- 
cluding convulsions, subsultus, floccitatio, rigidity 
and contraction of muscles, paralysis). 

Part I. 

CEREBRAL. 

In ascertaining the intelligence of pa- 
tients, it is as well to check what they say 
by the report of their attendants ; thus maniacs or patients 
dulled with fever will often appear to answer questions most 
rationally, but all their answers will on enquiry turn out to be 
totally false ones. 

Careful attention to three points will 
Coma. 

often clear up many cases of coma. First, 

the smell of the breath ; this as a rule will diagnose dead 

drunkenness, and some cases of poisoning, as by hydrocyanic 

acid, chloroform, ether, &c. Secondly, the presence or not 

of albumen in the urine, and in lack of this general anasarca ; 

the presence of either of these will at once suggest uraemia. 

Thirdly, the combination of the coma with specific fevers, 

inflammation or paralysis ; this generally points to some 
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alteration in the cerebral circulation, or to eflFusion, or an 

apoplectic clot. When a patient lies prostrate in bed with 

his eyes open, awake and yet insensible to all around him, 

he is said to be in a state of coma-vigil (this most commonly 

occms in typhus). 

Sleeplessness can hardly be said to be 

characteristic of any one disease; but it is 

as well to remember that total wakefulness is one of the 

most common symptoms of delirium tremens, encephalitis, 

and acute mania. 

Delirium is most common at night, when 
Delirium. ■• . . i n . 

the wandering ideas of patients are no 

longer corrected by external objects ; hence delirium occurring 
during the day is a more serious symptom than that occur- 
ring at night time. 

The delirium of delirium tremens is peculiar ; it is one of 
a fidgety and busy character ; and the delusions present are 
generally superficial ones and not deep-seated, as the seeing 
of imps, rats, &c., or the feeling of toads and insects crawling 
over the skin. In encephalitis the delirium is generally 
furious, and in typhus and typhoid states of the system, it is 
often of a low muttering character. 

Cephalalgia or headache varies much in its 
Cephalalgia. 

cause, and may be external or mternal to 

the skull. If it is increased by moving the muscles of the 
scalp, and by pressure, it is generally rheumatic ; if limited, 
and increased by deep pressure but not much by muscular 
movement, it is generally periosteal.^ (Syphilitic?) If 
periodic and not much increased by pressm-e, it is of neural- 
gic character. When its source is one internal to the cranium 
other signs of cerebral disturbance may aid the diagnosis, as 
sickness or aflfections of some of the special senses, or 
paralysis, local or otherwise. In acute hydrocephalus children 

c 

* By keeping the eyes open for specific eruptions, scars, nodes, or sore throats ; 
headache may often be diagnosed to be of syphilitic origin. 
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often wake out of sleep with a shriek of pain, and later on, 
when coma is commencing, this shriek is changed to a 
moaning noise. 

A fixed pain over the eyebrows or on the top of the head, 
with sometimes the feeling of violent pulsation inside the 
cranium, is a not unfrequent concomitant of anaemia. 



Paet II. 

SPECIAL SENSES. 

The sense of sight can be tested by holding 
up one, two, or three fingers in the distance, 
and asking the patient how many are in sight, making him 
use each eye separately ; when any abnormality of vision is 
discovered, enquiry should always be made how long it has 
existed.^ Double vision, it should be remembered, may 
depend upon squint, as well as upon some change in the 
optic apparatus itself. The size and contractility of the 
pupils to light should always be noted, and the depth of 
coma may sometimes be judged of by seeing whether the 
eyes follow the light reflected into them from a piece of 
looking-glass. In cases of defective vision the use of the 
ophthalmoscope may aid the diagnosis. 

Acuteness of hearing may be tested by 
moving a watch gradually away from the 
patient's ear, till it cap no longer be heard ticking ; the rela- 
tive acuteness of both ears also can be ascertained by this 
method. When a patient complains of hearing, always look 
into his ear for wax. In typhus fever there is generally more 
or less deafness present ; but the hearing may be morbidly 
acute, and this is a bad symptom. Morbid sensibility to both 
sound and light occurs also in most acute cranial inflamma- 
tions, and in some chronic cerebral changes. 

* Susceptibility to colour may also be gone into if occasion calls for it. 
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Variations in the sense of smell may be 
Smell and taste. 

tested by scents, &c., as may also variations 

in taste by savoury or pungent substances'. In some cases of 

paralysis, loss of taste on one side of the tongue is well 

marked.^ 

The sense of touch is often altered : some- 
Touch. 

times, for instance, a patient is unable to 

grasp any object unless his eyes are fixed upon it, and the 

moment his attention is diverted down drops the object to 

the ground. Perfect or partial anaesthesia often occurs in 

paralysis ; but this seems to vary in responding to diflFerent 

stimuli, as pricking, heat, and electricity.^ 



Part III. 

SPINAL AND CEREBRO-SPINAL. 



Spasm and con- Spasm may be clonic, i. e. interrupted, of 
vTilsions. which convulsions are an instance ; or tonic, 

continuous, as occurs in cramp. In noticing convulsions, it 
should always be observed whether they are partial, unilateral, 
or stronger on one side than the other; also the time of 
their duration, and whether they are periodic or otherwise. 
That convulsions are often reflex, depending on worms, &c., 
is a thing never to be forgotten ; and in children it often saves 
much trouble to look at the teeth or to feel for swollen 
glands in the neck, as evidences of some dental irritation. 
The causes of convulsions are too numerous to be even 
mentioned here ; but it is as well, when seeking for their 
cause, to keep in mind albuminuria, and the chance of some 

* Dilute tincture of iodine can almost always be obtained in a ward, and its 
taste is sufficiently decided to make an impression on most patients. 

• Observations made under this head should be most carefully performed, and 
done under cover, or with the patient's eyes shut to prevent imposition. As 
we have here only the patient's sensations, and nothing to check any of his 
fancies, nothing should be recorded as a fact until it has been tried several 
times, and always with the same result. 
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poison having been administered. In tetanus, tonic spasm is 
seen in fearful reality, and in such cases opisthotonos, 
emprosthotonos, &c., mast be noted ; hysteria should not be 
forgotten as occasionally assuming this form. Severe cramps, 
especially in the legs, occiu: in cholera, and in some cases of 
poisoning, as by arsenic. 

Subsultus and Muscular twitchings (subsultus tendinum) 

floccitatio. and picking of the bed clothes (^floccitatio) 

are signs of extreme weakness of the nervous system, and are 
strong indications for the combined use of nutrients and 
stimuli. 

Rigidity and con- Rigidity and contraction of the muscles of 

traction of muscles, the extremities, generally results from some 

cerebral irritation (said to be present near the membranes). 

When local, as in one of the abdominal recti, it is often to 

shield some tender organ situated beneath it. 

In observing paralysis, notice should be 
Paralysis. 

taken whether it affects the whole of one 

side (hemiplegia), or whether it takes the lower or upper 

part of the body (paraplegia).* Partial paralysis, as that of 

the face, hand, and tongue, must also be noted.^ In cases 

where the wrist is dropped, always enquire whether the 

patient has been exposed to the action of lead, and look along 

the margin of the gums for a blue line. Constant picking of 

the nose, is generally indicative of some intestinal irritation, 

or of cerebral disturbance. 

* Any ansesthetic belt, or feeling as of a string tied round the body, should be 
sought for in cases of paraplegia ; and in all cases of spinal paralysis the 
spine should be percussed, and tested with a hot sponge, to see if tenderness 
exists at any point. 

* In paralysis involving the fifth nerve, there is anaesthesia of one side of 
the face and lips, and loss of taste on one side of the tongue ; the temporal and 
masseter muscles are also paralysed. In paralysis involving the seventh 
nerve, there is paralysis of all the muscles on one side'of the face, including 
the buccinator ; but the muscles of mastication are not involved, and there is 
no anaesthesia. 
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CHAPTER IX. 
COMPLAINTS. 

Nearly everything under this head will have been gained in 
the examination of the diflferent systems, and it is only 
necessary here for the clerk to collate them together in an 
intelligible form : a few remarks, however, on pain may not 
here be out of place. In the first place, when a patient is ill, 
the very complaining of pain is to a certain extent a good 
symptom, for the nervous system may be so dulled that it 
ceases to appreciate its existence (euphoria). Thus in some 
epidemics, as cholera, plague, &c., a man may walk about with 
death in his face stating he has nothing the matter with 
him, and then in another minute fall down dead : again, 
towards the end of chronic diseases, as phthisis and cancer, 
this state sometimes occurs ; the patient one day suddenly 
states he feels quite well, and perhaps wants to get up ; this 
amendment, however, is but deceitful, and generally foretels 
a rapid termination to the case. 

The character of pain is sometimes of importance. Thus 
in inflammation of serous membranes it is of a sharp 
piercing character; and lancinating pain occurs in cancer. 
In inflammation of mucous membranes, there is generally 
a feeling of rawness or soreness over the part affected. In 
inflammation of many solid organs, as the liver, kidney, 
lung, &c., the pain is dull and aching ; and in neuralgia the 
pain comes on in paroxysms, and is of a very severe shooting 
tearing character, being often erratic. In the exanthemata 
there is generally at first pain in the back and head, and 
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this dorsal pain is especially severe in the early stages of 
small-pox and erysipelas ; later on in this class of diseases 
there is generally more a feeling of all-overishness than any 
actual pain, though there may be dull headache, or pain over 
any organ implicated. In gastric ulcer the pain is generally 
limited to a small spot in the centre of the epigastrium : it is 
usually of a burning or gnawing character, and sometimes 
only a feeling of weight and tightness is present; dorsal 
pain, from about the eighth dorsal to the third lumbar 
vertebra, may also occur in this disease. In hysterical 
patients, and frequently in those of the Hibernian race, pain 
is complained of wherever it is asked for ; and in the former 
the excessive tenderness on the least touch is almost diagnostic, 
especially as firm pressure is well borne if only the patient's 
attention can be diverted. 

In almost all inflammations, pressure increases pain ; but 
in neuralgic and spasmodic affections, as colic and the passage 
of gall-stones, &c., firm flat pressure generally relieves it. It 
should never be forgotten that pain does not always exist at 
the. seat of the disease, but may be sympathetic. Thus 
where the hip-joint is diseased, the only pain present may be 
in the knee. In affections of the liver, there is often pain 
under the right shoulder-blade ; in affections of the stomach, 
there may be pain under the left ; in affections of the heart, 
there is often pain shooting down one or both arms; in 
pleurisy on the right side, the only pain complained of may 
be in the right hypochondrium ; pain at the end of the 
urethra, is generally indicative of stone in the bladder, or of 
irritating urine ; pain in the loins often accompanies uterine 
disorders ; and a calculus in the ureter, or inflammation of 
the kidney, often causes pain in the groin, thigh, or testicle 
of the side affected. Finally, in many intestinal affections 
the pain is referred to the umbilicus. 
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CHAPTER X. 
HISTORY. 

BUSINESS — MARKIED OR SINGLE — CHILDREN — PLACE OF 
ABODE — ^HABITS — ^HOW LONG ILLNESS COMMENCED AND 
CIRCUMSTANCES ATTENDING IT — MEDICAL ATTENDANT — 
ANT PREVIOUS ATTACK OF THE SAME OR ANY OTHER ILL- 
NESS — ^HEALTH AND AGE OF PARENTS AND OTHER MEMBERS 
OP THE FAMILY — FEVERS, ETC., IN THE NEIGHBOURHOOD. 

In taking a history the object should be to make it as short, 
concise, and to the point as possible. 

Business is often a matter of importance : — 
Bnsiness. 

Thus in patients much exposed to alter- 
nations of heat and cold, rheumatism is a likely aflFection to 
occur. In grinders, workers in mines, stonecutters, &c., and 
during any occupation in which much dust is generated, 
diseases of the lungs are most common. Again, workers in 
coloured papers and artificial flowers are apt to be poisoned 
by the metallic dust, often arsenical, given off in their work. 
Painters, and those who deal much with lead, are apt to get 
colic and partial paralysis, as dropped wrist. Grooms and 
farriers are those most exposed to the poisons of farcy and 
glanders. Workers in mercury get mercurial tremors or 
salivation.* And the manufacturers of certain substances, as 
paraffine, are apt to suffer from special skin diseases induced 
by them. Strange symptoms occurring in those who deal 

* In mercurial poisoning a blue line is sometimes formed at the margin of the 
gums as occurs in lead poisoning, but this metal more frequently gives rise to a 
dark red line there. 
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with chemistry are sometimes the result of some compound 

they have been making; while in those who have been 

exposed to any great strain, as lifting great weights, aneurisms 

are most likely to occur. Butchers are most likely to be 

inoculated with animal poisons ; and those who eat raw 

uncooked meat to tapeworm. 

Place of abode should always be noted, as it 
Place of abode. . . ., x« i« -j. 

sometimes clears up the causation of goitre, 

ague cakes, &c., and also aflFords arguments for discussing the 

origins of fevers. 

In ascertaining whether a patient is of 
Habits. 

temperate habits or not, it is as well to find 

out the actual quantity of stimulants taken during the day ; 
patients' and doctors' ideas of temperance often differ con- 
siderably. 

^. , When noting the commencement of a 

Diseases the pa- 
tient has suffered disease, always write down the actual date of 

from, and family the day on which it commenced, as July 27. 

^^' Expressions such as *a week or ten days 

ago,' are even at the time vague, and will render the case 

utterly useless for any ftiture reference. Always also note 

dates in order, beginning from the first symptom of illness 

that the patient observed, and working up to the date of his 

admission. Any other illnesses that the patient has suffered 

from should be noted by the clerk, but need not be read out 

to the physician, unless they are of importance as regards the 

present attack. This remark also applies to the health and 

age of the patient's family ; for in this only the occurrence of 

such diseases as are known to be hereditary need be read 

out, as cancer, tubercle, rheumatism, gout, insanity, &c. 
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CHAPTER XT. 
ABNORMAL URINE. 

Characters of Urine containing Albumen. 

GrENERALLT increased in chronic Brisrht's 
Quantity. ,, . . ^ 

disease; sometimes scanty m the acute 

stage, and in albuminuria dependent on morbus cordis. 

Pale clear or opalescent in chronic cases ; 
Colour. 

red bloody or smoky in acute ones; dark 

and muddy in the albuminuria dependent on morbus 

cordis. 

Smell. Various. 

Acidity. Various. 

Specific gravity. Low [1'004 to 1'020] in chronic Bright's 

disease; slightly decreased [1'016 r021] in acute cases; 

various in the albuminuria dependent on heart disease. 

White or whitish in chronic Bright's 
Deposit. , 

disease ; tinged with red from blood in acute 

cases ; various, generally dependent on the colour of the urates, 

in the albuminuria dependent on morbus cordis. 

Chemical ^^ either six or seven drops of nitric 

character. acid be added to some urine in a test-tube, 

or the urine be boiled, albimien will be precipitated. The 

best way to avoid all fallacies, is to fill a test-tube with the 

urine to about the height of two inches, to boil this, and 

finally to add from six to eight drops of nitric acid to the boiling 

urine ; this will precipitate any albumen present : if the urine 

E s 
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CHAP. XI. 



is, however, alkaline, more nitric acid, as twenty to thirty 
drops, may be required.* 

Microscopical Grenerally casts, epithelium, blood, or 

character of deposit granular debris are present; accompanied 
sometimes by crystals of uric acid. 








A Compound granular cells. 

B Finely granular casts. 

Oily casts. 

D A coarsely granular cast. 

E Small waxy oasts. 

F Large waxy casts. 



Epithelium. 
H Blood-casts. 

1 Epithelial casts. 

K Crystals of uric acid. 
L Blood-corpusdes. 



Cha/rddera of Urine contaming Bile. 

The urine is of a dark yellow or ma- 
Colour. , , . -^ , 

hogany colour, sometimes even almost 

black : the edge of the fluid is seen however to be intensely 

yellow ; its colour is often best seen by dropping some of the 

urine on a white plate. 

* It has been thought better not to enter into the faUacies that may occur 
in testing urine, as it would lengthen this work considerably. (CJonsult Dr. 
Beale's work on * Urine, Urinary Deposits, and Calculi.' ) 
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Chemical ^.dd to a little of the urine on a white 

characters. plate, a drop of nitric acid; a play of 

colours will then be observed, commencing with green and 
ending in red, after passing through various shades. The 
urine may be floated on the acid in a test-tube, and thus 
develop rings of colour where the fluids join.^ This test only 
detects the colouring matter of the bile. To detect the 
biliary acids, about a drachm of the urine is to be mixed 
slowly in a test-tube with two-thirds of its bulk of sulphuric 
acid (free from sulphurous), the temperature of the mixture 
being kept below 100. If now a piece of sugar the size 
of a pin's head, or a drop or two of syrup be added to the 
compound, in the course of a minute or two a violet tinge 
will appear, which is characteristic of the bile-acids.* 

Microscopic ^^J epithelium or deposit found, will be 

character. bile-stained. 

Characters of Urine containing Blood, 
See Characters of Urine containing Albumen in Acute Cases. 

Characters of UHne deficient m Chlorides, 

This often has a high colour and specific gravity, and may 
deposit urates on cooling. 

Chemical -^ solution of nitrate of silver added to 

character. the urine, throws down no precipitate, or 

scarcely any ; a few drops of nitric acid should be previously 

added, to prevent any phosphate of silver being thrown down.* 

* The process of floating is effected by inclining the tube in which the urine 
has been placed, towards the horizontal posture, and then pouring steadily 
down its side the acid to be used ; this being the most dense, sinks to the 
bottom of the tube without mixing with the lighter urine, which floats up and 
forms a layer on the top of it. 

' I give this test of Pettenkofer, after Bowman's description. I never 
could succeed well with it myself. 

' Deficiency of chlorides is most marked in pneumoAia, but it occurs in all 
other acute inflammations. 



Colour. 
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Characters of Chyloua Urme. 

Milky, opalescent; perhaps pinkish, from 
admixture of blood. 
Chemical Urine is unaltered by heat, but cleared or 

character. • nearly so by agitation with ether. 

Microscopical Molecular matter and chyle corpuscles. 

character of deposit. 

Characters of Urme contaming Cystin. 

Quantity. Normal. 

Colour. Pale yellow with a greenish tint. 

Aromatic, like sweetbriar, becoming foetid 
during putrefaction. 
Acidity. Normal. 

Specific gravity. Rather low. 

A pale fawn colour, 
like urate of soda and 



Smell. 



Deposit. 



@ 



ammonia. ® (§) ^ 

Chemical cha- Insoluble by heat, Q f^ ^ ^^ f-\ 

racter of deposit and in dilute acetic ^ ^ ^Br *^^ 

nitric and hydrochloric acids; very ^ ^^ 

soluble in ammonia; on evaporation -.^ ^^ 

of this solution characteristic micro- ^^ 

CTSTIN. 

scopic crystals of cystin may be 

detected. 

Microscopical Hexagonal crystals or rosettes, 

character of deposit. 

Characters of Urine contavnmg Mucus. 

Smea Often foetid and ammoniacaL 

Acidity. Slight, if any; urine is often alkaline. 

Viscid, tenacious, and of a dirty yellow 
cplour; becomes ropy and not diffused 
equally through the urine if shaken with it. 
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Chemical No albumen can be detected in the urine 

character. by heat Or nitric acid; and ammonia or 

potass added to the deposit does not render it gelatinous. 

Microscopical Almost identical with that of pus (see 

character of deposit Urine containing Pus). 

Characters of Urvne containing Oxalate of Lime. 
Quantity. May be increased. 

Pale greenish or citron colour ; said to be 
Colour. ° 

most often dark amber. I have most fre- 
quently seen it of a light yellow. 
SmelL Various. 

Addity. Decided. 

Specific gravity. Normal. 

A gauzy mucous cloud, waved and moim- 
tainous on its surface; numerous bright 
specks, like very tiny air-bubbles, may ^^ 

be seen studding it here and there. ^ CS* 

Chemical Oxalate of lime is a.^ 



<^:h^^ 



character of deposit, soluble without eflFerves- 
cence in the dilute mineral acids, but not ^ ^ 9 jf^ 
in the acetic; it is reprecipitated as a ^ 8 %^'^ 
white deposit on the addition of ammonia ^ 

OXALATB OF LDCB. 

or potass. 

Microscopical Octohedral crystals, more rarely dumb- 

character of deposit, bells. 



Cha/ractera of Urine containing Excess of Phosphates. 

Quantity. Normal. 

Colour. Grenerally pale ; may be dark. 

Often stinking and ammoniacal ; may be 
SmdL _ 

normaL 

Acidity. Slight; soon becomes neutral or alkaline. 

Specific gravity. Generally low ; may be high. 
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White, grey, yellow, or red, according to 
the amount of coloured urates mixed with 
the phosphates ; sometimes the phosphates form an iridescent 
pellicle on the surface of the urine. 

Chemical cha- ^ deposit of phosphates is insoluble in 
ractep of deposit alkalies, but soluble in acids even acetic; 
ammonia added to the acid solution reprecipitates the phos- 
phates. 











PHOSPHATES. 



Microscopical Triangular prisms, granular matter, and 

character of deposit, occasionally narrow longish dumb-bells, also 
forming compound figures. 

Characters of Urine containing Pu8. 

SmelL Often foetid and ammoniacal. 

Acidity. Slight, if any; urine is often ammoniacal. 

Pale greenish yellow, or cream colour : it 
becomes diffused through the m*ine if shaken 
with it, unless the urine is decidedly alkaline. 

Chemical Heat and nitric acid detect albumen in 

characters. the urine ; and if the deposit is treated with 

ammonia oy potass, it becomes converted into a thick gela- 
tinous mass. 
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Microscopical 
laracter of deposit. 
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PUS. 


A Pub cells. 




B Pus cells treated with acetic acid, showing nudei. 



Chardctera of Urine containing Semen. 

Chemical Heat and nitric acid may detect traces of 

characters. albumen. 

Microscopical Characteristic spermatozoa will be found, 

character of deposit. 

Charactei'8 of Urine containing Sugar. 

Quantity. Much increased. 

Colour. Generally a pale straw yellow. 

SmeU. Faint and sweetish. 

Acidity. Various. 

Specific gravity. High (1-025 to 1-050). 

None (if the torula is developed, a whitish 
film may form over its surface). 

Chemical To a portion of urine in a test-tube add 

characters. about half its bulk of liquor potassse and boil 

for four or five minutes : if the mixture becomes a dark brown 
or bistre colour, sugar is present. — (Moore.) To a portion 
of urine in a test-tube add a drop or two of a solution of 
sulphate of copper, and then liquor potasssB in excess; if sugar 
be present, the mixture will then have a mauve or purple 
tint : boil the mixture, and the reddish or yellow brown sub- 
oxide of copper will be precipitated. — (Trommer.) If there 
be no sugar, the mixture before boiling will be green, and a 
black precipitate will fall on boiling.* By using Barreswil's 

' Great care shoiild be taken not to add excess of sulphate of copper, as 
otherwise some black oxide will be sure to be thrown down, and will mask the 
colour of the yellow suboxide. 
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solution alone and boiling it with the urine, the same result 
as far as a precipitate goes will be obtained, and the use of 
two fluids will be avoided. 

Microscopic Sometimes the torula or sugar fungus may 

character. be detected- 



Ghxiractera of Urine containmg an Excess of Urea. 

Urine containing excess of urea is generally remarkable 
for its high specific gravity. 

Chemical and If nitric acid in equal bulk be added to 

microscopical the urine in the cold, urea will if in excess 

c arac rs. crystallise out, in irregular rhomboidal micro- 

scopic plates of nitrate of urea. 



Characters of Urvne contavnmg an Excess of Urates. 

Quantity. Various ; often small. 

Grenerally high; clear when passed, be- 
coming muddy when cool, both staining the 
sides of the vessel which contains it and also depositing a 
sediment. 

SmelL Various. 

Acidity. Normal, or slightly in excess. 

Specific gravity. Grenerally high. 

Amorphous, only formed when the urine 
cools; may be white or pale; more often 
fawn-colour or reddish ; sometimes bright crimson or purple, 
owing to staining with purpurine. 

Chemical ^ deposit of urates is dissolved if the 

charactersof deposit, urine is heated, and reprecipitates as it 
cools. It is soluble in alkalies the alkaline carbonates and 
phosphates : strong acids slowly dissolve it, and then deposit 
crystals of uric acid which may be recognised by their 
microscopical character. If a little of the deposit be treated 
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with a drop of nitric acid, and the mixture be dried at a 
gentle heat ; on the addition of ammonia in the cold, the 
beautiful purple of murexide will be developed. 

Microscopical Most commonly granular matter; some- 

character of deposit, times occurs in spheres with spicules stick- 
ing on them. 




Characters of Urine containing Excess of Uric Acid. 

Quantity. 
Colour. 
Smell. 
Acidity* 



May be diminished. 

Deep amber or reddish brown. 

Various. 

Various. 



Specific gravity. 
Deposit. 




UBIO AOID. 



1'020 to 1*025: increased if there is an 
excess of urea. 

Crystalline yellow or red sand. 
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Chemical cha- ^ deposit of uric acid is insoluble when 

racters of deposit the urine is heated ; it is soluble in alkalies, 
and if the solution is again rendered acid uric acid crystals 
are deposited ; treated with nitric acid and ammonia, the 
deposit gives the purple of murexide (see Urine containing 
Excess of Urates). 

Microscopical Lozenge-shaped crystals, and irregular 

examination of striated masses, often stained dirty yellow 
deposit. brown. 

Charactera of Urine containing Excess of Uroxanthine 

[Indican]. 

Acidity. Persistent and marked. 

I have generally noticed the colour to be 
Colour (?). ^ "^ 

a pale straw yellow, the phosphates or urates 

precipitated being colourless. 

Deposit (?)► White urates or phosphates. 

Chemical If ^^^ urine be floated on to one-third of 

characters. its volume of sulphuric acid (specific gravity 

1'830), and the two fluids be then gradually mixed; tints 
from a faint pink to a deep indigo blue show themselves, 
indicating the amount of uroxanthine present by their in- 
tensity of colour (the tube should be kept cool while the 
fluids are mixing, by gently shaking it when immersed 
vertically in a basin of cold water). 
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CHAPTER XIL 

DISEASES OF THE LUNGS. 

PakT I. — ^ABNORMAL SOUNDS HEARD DURINa RESPIRATION. 

Part IL — diseases of the lun^s. 



Part I. 

Abnormal Pulmonary Sounds heard durvng Breathing^ 
and their Causes. 



amphoric breathing 
A metallic variety of respiration^ 
giving a sound like a gust of wind 
blowing sideways into a gun-barreL 



cause 
Generally entrance and exit of air 
from a large spacer as when a 
bronchus opens into a large cavity, 
or into one of the pleural sacs 
when filled with air. It is not 
necessary that the bronchus should 
open into the caviiy, as vibration 
in an adjoining bronchus will also 
produce the sound in a large cavity 
filled with air. 

CAUSE 

Solid lung conducting the sound of 
air passing through the bronchi 
directly to the ear. A dilated 
bronchus ; here there is a larger 
place for the air to vibrate in^ and 
hence a louder sound is produced.' 
A bronchus nearer the chest-wall 
than natural ; perhaps pushed for- 
ward by a tumour or aneurism. 



* Dr. Jeaffireson always speaks of this as ' tubular breathing.' 

^ Perhaps in some cases the condensed lung around conducts sound better. 



BRONCHIAL BREATHING 

A sound like that heard through 
a stethoscope when applied over 
the trachea.' 
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CAVERNOUS BREATHING 

An intensification of bronchial 
breathing^ sounds as if air is blown 
in and drawn out of the stethoscope. 



CEPHALIC BREATHING 

Total cessation of breathing even 
for ten twenty or thirty seconds; 
the breathing then for about a 
minute becomes deep and hurried^ 
and again ceases only to be resumed 
in like manner after a short time. 
These alternations are continuous. 



CLICK 

A sound often heard in phthisis 
pulmonalis; best described by its 
name. 

PINE, MINXJTE, OR CRACKLING 
CREPITATION 

A sound like that produced by 
rubbing a lock of hair between the 
fingers; or that caused by the 
crackling of salt, when thrown 
into the fire. 

GURGLING OR SPLASH ON COUGH. 

A coarser modification of large 
crepitation (see Large Crepitation). 

JERKY OR DIVIDED RESPIRATION 

Air not drawn in smoothly, but 
in jerks. 



CAUSE 

Air passing in and out of a cavity 
not of the largest kind; occasionally 
heard in dilated bronchi, and in 
circumscribed pulmonary abscess. 

CAUSE 

Abolition of the feeling of want of 
breath from the system no longer 
taking cognizance of the impurity 
of the blood ; decreased sensibility 
also of the respiratory centres to 
refiex stimuli, the blood not being 
able to excite them to action till it is 
very impure. This strong stimulus 
then causes a few inspirations to 
take place, and the blood again 
becoming a little purer, the res- 
piratory centres sleep again till 
actually shaken from their slum- 
bers by impending suffocation. 

CAUSE 

Bursting of a single air^bubble in 
a small cavity. 



CAUSE 

Bubbles of air bursting in fluid 
in the air-cells and intercellular 
passages ; or separation of the ad- 
herent walls of the air-cells them- 
selves. (?) 

CAUSE 

Cavities, or abscess in the lung. 



CAUSE 

Lobules not expanding synchron- 
ously owing to morbid deposit, 
one infiltrated lobule at first com- 
pressing another and preventing 
the entrance of air into it ; as the 
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first lobule fills the pressure is taken 
off the second^ and air then begins 
to enter it also. Sometimes power- 
ful contractions of the heart cause 
it when the breathing is feeble, 
the blood being driven forcibly 
into the lung. Stiffening of the 
lung substance may perhaps cause 
it. (Causes not well understood.) 



LARGE CREPITATION 

A sound as if large air-bubbles 
were bursting in fluid. 



CAUSE 

Bubbles of air bursting in fluid in 
large spaces, as in the largest 
bronchi or in cavities. 



KEDniM CREPITATION 

A sound as if mediimi sized air- 
bubbles were bursting in fluid : it 
is coarser than minute crepitation, 
and less coarse than large. 



CAUSE 

Bubbles of air bursting in fluid in 
larger spaces than the air-cells, as 
in the second and third divisions 
of the bronchial tubes. 



METALLIC TINKLING 

A sound like dropping a pin's head 
into a glass vase or metal basin. 



CAUSE 

Bursting of air-bells on the surface 
of fluid in a cavity partly filled 
with air. It may be caused by a 
drop of fluid falling to the bottom 
of such a cavity. 



PROLONGED EXPIRATION 

Expiration abnormally prolonged, 
even to about twice or three times 
the length of the inspiration. 



CAUSE 

Impaired elasticity of lung, or im- 
pairment of one of the expiratory 
forces; said by some to be owing 
to increased conducting power of 
the lung from tubercular infiltration, 
&c., the whole normal expiration 
(which is supposed to be naturally 
long) being then heard. 



PUERILE BREATHING 

Natural breathing much inten- 
sified, like the normal breathing 
of young children. 



CAUSE 

Disease affecting some part of 
the breathing apparatus elsewhere. 
It may only be nervous, the lungs 
being perfectly normal. 
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BHONCHUS 



A low pitched sound like a snore 
or growl, often best heard during 
expiration. 



SIBILUS 



A high pitched sound, whistling, 
hissing, chirping, &c. 



CAUSE 

Air thrown into vibrations in 
the larger bronchi by some con- 
striction or narrowing of their 
calibre ; generally caused by swol- 
len mucous membrane, adhesion of 
viscid mucus to the bronchial walls, 
or pressure on the bronchial tubes 
by tumours, aneurisms, or swollen 
glands. 

CAUSE 

Air thrown into vibrations in the 
finer bronchi by narrowing of 
their calibre, generally by swollen 
mucous membrane or viscid secre- 
tion on their walls. 



AhnoTTnal Pleural Sounds heard during Breathing, a/ad 
their Causes. 



CAUSE 

Surfaces of pulmonary and costal 
pleursB roughened by inflammatory 
swelling exudation &c., rubbing 
on each other. 



CREAKING AND FRICTION 

A superficial sound, best described 
by its name : it may be loud or 
soft, long or short, and heard during 
either expiration or inspiration 
alone; generally however it is 
heard during both acts, and is in- 
creased on cough and deep breath- 
ing.^ 

Abnormal Pulmonary Sounds heard duHng Speaking, 
and thei/r Causes. 



-SGOPHONT 

A trembling discordant modificar 
tion of bronchophony, like the 
voice of Punch. 



CAUSE 

Lung partly condensed, and a thin 
layer of fiuid effused between it 
and the walls of the thorax. The 
voice is rendered trembling either 
by passing through media of dif- 
ferent densities, or by the vibrations 
of the effused fiuid. 

* An oedematous state of the integuments will often give rise to a pseudo fric- 
tion sound. This may be diagnosed by its being heard in other parts as in the 
thigh, or by its ceasing when by pressure the fluid has been squeezed out 
from imder the stethoscope. Hair under the stethoscope may also be a source 
of fallacy. 
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BRONCHOPHONY 

A sound like that produced by 
talking into a loose roll of paper 
about three-quarters of an inch in 
diameter; the words heard are 
muffled. 

PBCTORILOQXJT 

A sound as if the voice articu- 
lated itself into the ear from the 
chest; the words spoken are dis- 
tinct and ringing. 



0AT7SE 

Solid lung conducting the voice 
soimds more than natural from the 
bronchi (see also causes of Bron- 
chial breathing). 



CAUSE 

Voice vibrating in cavities not 
of the largest kind; occasionally 
heard in dilated bronchi, and 
circumscribed pulmonary abscess. 



METALLIC VOICE AND COIJGH 

Sounds have a metallic ring, 
resembling those produced by 
speaking or coughing into a deep 
well. 



CAUSE 

Vibrations of air in a large cavity, 
or in the sac of the pleura when 
filled with air ; same cause as that 
of amphoric breathing (to which 
refer). 



Abnormal Pulmonary Sounds heard during Percussion^ 
and their Causes, 



ABNORMAL RESONANCE 

Lung note more tympanitic than 
natural. 



CAUSE 

Emphysematous dilatation of air- 
cells, or pneumothorax; a large 
cavity very near the thoracic walls 
may cause it. 



CRACKED-POT SOUND 

A sound like that produced by 
crossing the palms of both hands 
so aA to leave a hollow between 
them, and then striking the knuckles 
of the lower hand sharply against 
the knee. 



CAUSE 

Sudden expulsion of air from a 
cavity of considerable size, often 
best heard when the mouth is 
open. May occur whenever a cer- 
tain quantity of air is suddenly 
compressed, if only it commimi- 
cates with the external atmosphere. 



DULNESS 

A sound like that produced by 
percussing the thigh, or some solid 
organ. 



CAUSE 

Lung more solid than natural, 
or the presence of fluid or of some 
tumour in the thorax. 
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Abnormal Fedinga eocperienced by the AuscuUator 
during Percussion. 

SENSE OF RESISTAKCE DIMINISHEB CAUSE 

A feeling like that experienced Qenerallj more air than natural 
while percussing the stomach or contained imder the part percussed ; 
intestine containing air. when the air is condensed the sense 

of resistance may not be diminished ; 

the elasticity of the thoracic walls 

also affects this. 

SENSE OP BESISTANOE INCBEASED CAUSE 

A feeling like that experienced Lung more solid than natural^ 
when the liver or thigh is per- or the presence of fluid or of some 
cussed. tumour in the chest. 

Abnormal Thoracic Sound heard when a Patient is ShakeUy 
and. its Cause. 

STJCCUSSION CAUSE 

A splashing soimd. Air and fluid in the pleural 

cavity, the fluid splashing against 
its walls; might occur in a very 
large cavity in the lung. 



Pakt IL 

BRONCHITIS. 

Posture. 
None in particular ; perhaps if the dyspnoea is urgent the 
patient sits propped up in bed. 

Inspection. 

(?) 

Vocal Vibration. 
Nearly normal. 

Measurement 
UnaflFected. 
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Cough. 
At first dry perhaps straining, then loose and long (various). 

Exfpectoration. 

At first glairy tenacious transparent mucus, the degree of 
viscosity being proportionate to the degree of inflammation 
existing. When the inflammation commences to be resolved, 
the sputa become more and more mixed with opaque yellow 
white or greenish purulent masses ; finally, the sputa having 
become entirely purulent, gradually diminishes in quantity 
and then ceases altogether. More or less froth may be 
mixed with the sputa in any stage owing to admixture of air 
from violence of the cough, and occasionally streaks of 
blood are present. 



Physical Signs of Bronchitis in Fi/rst Stage, 



/^ 



PBBCUSSION CAUSE AUSCULTATION 

Normal op nearly so. Narrowing of the calibre Naturalrospiratory mur- 

of the bronchi by inflam- mur masked by rhon- 
matx)ry swelling of their chus and sibilus in th» 
mucous membrane, or by part affected, 
the adhesion to their 
walls of pellets of mu- 
cus. 

Physical Signs of Bronchitis in Second Stage. 

^ ^ 

PERCUSSION CAUSE AUSCULTATION 

Normal or nearly so. Air-bubbles of different Difiused crepitation of 

sizes bursting in the large and medium size 

mucus OP muco-purulont over the affected part, 
secretion of the bron- 
chial mucous membrane. 

Resolution of Bronchitis, 
The crepitation heard diminishes in amount, and the 

* The diseases of the lungs here treated of have been arranged in stages for 
the convenience of teaching ; but of course, in any one case, the physical signs 
of all the stages may bo combined, according as the disease is more or less 
advanced in different parts of the thorax. 

F '2 
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natural respiratory murmur reappears with perhaps a little 
rhonchus ; finally the crepitation ceases entirely, and normal 
breathing is alone heard. 

Moat common Sihuition of the Disease. 

Bronchitis generally commences in the upper parts of the 
lungs ; both seem equally obnoxious to it. 

Physical Signs of Plugging of a Bronchus during 
Bronchitis. 



PERCUSSION OAIJSE AXJSCIJLTATION 

Resonance normal over Air prevented from en- Entire absence of sound 
the part supplied by the tering the bronchus by on respiration, in the 
obstructed bronchus. a mucous plug. part of the lung sup- 

plied by the obstructed 
bronchus. 



Result. 
Collapse of the poi-tion of the lung supplied by the ob- 
structed bronchus. This may ultimately give some dulness 
on percussion, if this is not masked by the resulting emphy- 
sema. 



EMPHYSEMA (VESICULAR). 

Posture. 
Grenerally dorsal ; patient lies with his shoulders drawn up. 

Inspection. 
Chest round and barrel-shaped; respiratory movements 
impaired, breathing being chiefly abdominal ; supraclavicular 
spaces are prominent and sink in on inspiration ; intercostal 
spaces perhaps bulge and sink in slightly during breathing ; 
heart is often seen pulsating in the epigastrium, or if only 
one lung is affected it is pushed over towards the opposite 
side. 
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Vocal Vibratmi. 
Grenerally dimmished. 

Measurement 
Increased unequally from the normal size. 

Physical Signs in Pure Vesicular Emphysema. 



PERCUSSION 
Abnormally resonant, 
sometimes even entirely 
masking the heart's dul- 
ness. 



CAUSE 
Air-cells much dilated, 
often several united into 
bladder-like sacs: elas- 
ticity of lung impaired 
in consequence of de- 
struction and stretching 
of lung tissue. 



Nv. 

AUSCULTATION 
Eespiratory murmur 
more or less feeble ; in- 
spiration perhaps a little 
prolonged, expiration 
very much so. 



Cough. 
Long, strained, and wheezing. 

Eocpectoration. 
None, or perhaps a little clear bronchial mucus. 

Physical Signs in Vesicular Emphysema complicated 
with Bronchitis. 



PERCUSSION 

Same as in pure vesicu- 
lar emphysema. 



CAUSE 

Same as that of pure ve- 
sicular emphysema, plus 
more or less bronchitis. 



AUSCULTATION 
Eespiratory murmur 
more or less feeble ; in- 
spiration perhaps a little 
prolonged, expiration 
much prolonged, one or 
both soundB accom- 
panied by whistling, 
chirping, wheezing, snor- 
ing, or medium crepita- 
tion,* 

Cough. 
Long, loose, and straining. 

* Sometimes in emphysema minute crackling crepitation, exactly like that of 
pneumonia, is to be heard ; this may be differentiated by there being absence of 
dulness on percussion, and of the sputa of pneumonia. A peculiar creaking, 
like a friction soimd, is also sometimes heard ; in this case, pleurisy can be 
excluded by the entire absence of any other symptoms of it. 
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Expectoration. 
Griairy tenacious mucus mixed with more or less purulent 
matter, and containing many air-bubbles ; the fineness of the 
air-bubbles depends chiefly on the difficulty of expectorating 
and on the length of the cough, partly perhaps on the small 
size of the inflamed bronchi ; the sputa may be slightly 
streaked with blood, which has exuded from the congested 
mucous membrane. 

Most common Situation of the Disease. 

The anterior loose borders of both lungs, and their summits 
in front. 



INTRATHORACIC TUMOURS. 

The symptoms of intrathoracic tumours are so various, that 
only a few general hints concerning them can be here men- 
tioned. Generally when they are present we find the part of 
the chest occupied by them duller than natural to percussion ; 
and on listening over the dull spot we either find no respira- 
tory sound at all, or else the breathing is bronchial and the 
voice bronchophonic from the solid body conducting sounds 
direct from the larger air-tubes. If the tumour is softening 
and breaking down there may be crepitation, or this may 
result from bronchitis or pneumonia set up by irritation. 
Conjointly with these signs in the diseased part, the breath- 
ing in the imaffected lung is often puerile. Murmurs may 
sometimes be heard over the tumour, from its compressing 
an artery and then conducting the sound thus generated to 
the ear ; or these sounds may only be heard over the com- 
pressed vessel itself. During the growth of a tumour it may 
interfere with the laryngeal nerves or the trachea causing 
dyspnoea or laryngeal symptoms, or it may compress the 
oesophagus causing dysphagia, or press against and displace 
the heart. The thoracic duct is sometimes involved in a 
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tumour, and hence malnutrition results ; or the mass may 
press upon some large vessel and cause eflfusion into the 
cavity of the thorax. Enlarged veins over the chest, ca- 
chexia, and enlarged glands in the neck and axilla, may aid 
a diagnosis ; and the presence or absence of fever and expec- 
toration will generally diflferentiate pneumonia, pleurisy, &c. 



PHTHISIS PULMONALIS. 

Posture. 
Uncertain. 

Inspection. 
Infraclavicular flattening, and lessened respiratory move- 
ment on the side or sides affected; this becomes more 
marked as the disease advances. 

Vocal Vibration. 

Generally increased on the affected side, but not imi- 

versally so. 

Medsmrement. 

Lessened generally on the affected side. 

Physical Signs of Incipient Phthisis.^ 

^ " """"^ ->s. 

PERCUSSION CAUSE AUSCULTATION 

Eesonance impaired ; Coiisolidation of lung Coarse or feeble breath- 
sense of resistance in- from tubercular deposit ing, sometimes inspira- 
creased.* tion jerky and expira- 

tion prolonged, no moist 
sound : voice sounds in- 
creased, and heart's 
sounds are heard loudly 
and abnormally con- 
ducted : a subclavian 
murmur also may be 
present. 

> These tables on phthisis are almost verbatim copies of those used by the 
late lamented Dr. Kirkes in his lectures on medicine : they have only been re- 
arranged. 

2 The resonance may be increased if there is a large bronchus near the sur- 
face, or if emphysema is present. 
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Cough. 
Short, dry, and hacking ; worst in the mornings. 

Expectoration. 
None. 

Physical Signs of Confirmed Phthisis.^ 



PERCUSSION 
Eesonance impaired, 
sometimes absolute dul- 
ness present ; sense of 
resistance increased. 



CAUSE 

Consolidation from tu- 
bercular deposit, some of 
it softening and hence 
giving rise to moist 
sounds ; small cavities 
may have formed. 



AUSCULTATION 
Same as in incipient 
phthisis, with the ad- 
dition of the moist 
sounds, clicking, and 
crepitation. 



Cough. 
Loose. 

Expectoration. 
At first bronchial (see Bronchitis) ; later on the sputa be- 
comes mixed with numerous little pellets of tubercular 
matter. 

Physical Signs of Advanced Phthisis. 



PERCUSSION 
Dull ; sometimes if a 
cavity is under the part 
percussed, a cracked-pot 
sound may be elicited. 



CAUSE 

Large cavities in the 
lungs containing air or 
fluid. 



AUSCULTATION 
Cavernous breathing; 
large gurgling crepita- 
tion and splashing on 
cough; pectoriloquy, and 
if the cavity is very large 
and tense, metallic and 
amphoric sounds. The 
sounds of the heart are 
abnormally conducted, 
and often a subclavian 
murmur is present* 

* Dr. Kirkes used to teach, that haemoptysis was the final step by which a 
case passed from incipient to confirmed phthisis. Of course, in some cases, 
phthisis may run its course throughout without any spitting of blood being 
noticed, but as a rule haemoptysis takes place. 

^ All these signs may be present from a dilated bronchus ; diagnose by 
general symptoms. 
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Cough. 
Loose and various. 

Exx^ectoration. 
Puriform and greyish white ; often globular greyish white 
flocculent masses are expectorated, which assume in a dry 
vessel a flat circular form, remaining separate and distinct 
from each other (nummular sputa). If spit into water they 
retain their globular form, sinking or floating according to 
the amount of air-bubbles that they contain.^ When the 
lung is rapidly breaking down, the sputa is often marbled ; 
being composed of dirty olive green, and dirty pink masses, 
with more or less muco-purulent fluid. 

Moat common Situation of the Disease. 
The apices of the lungs, said to be most common in the 
left^ 



PLEUEISY. 

Posture, 
At first on the sound side, because of the pain caused by 
lying on the diseased one; when eflfusion has taken place, 
the patient lies on the side where the fluid is, so as to be 
able to expand the working lung more fully. 

Inspection. 
Lessened movement on the affected side, or entire absence 
of it ; and when great effusion has taken place, bulging of 
the intercostal spaces of the side affected. The heart is seen 
and felt beating out of its place, being pushed over towards 
the sound side by the effused fluid. 

' These globular masses vary from about a quarter to half an inch in dia- 
meter. 

^ Others, and I am inclined to agree with them, state that the disease most 
commonly begins in the right apex. 
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Vocal Vibration. 

Lessened or absent on the aflfected side, if there is much 

eflfusion. 

MeasureTnent 

Increased on the side where the eflfusion has taken place. 

Cough. 

Short and suppressed, the face becoming anxious owing to 

the pain caused by the movements of the inflamed pleurae 

on each other. 

Expectoration. 

None, unless the other tissues of the lung are involved in 
the inflammation. 

Physical Signs before Effusion has occurred. 



PEBCUSSION 
Natural, but gives pa- 
tient great pain. 



CATTSB 
Sur&ces of pulmonaiy 
and costal pleurae dry and 
inflamed, or roughened 
by effused plastic lymph. 



AT78CTJLTATION 
Pleural friction sound, 
to be heard during both 
inspiration and expira- 
tion; generally increased 
in intensity by deep 
breathing or cough.* 



Physical Signs after Effusion has taken place. 



PERCITSSION 
Absolutely dull where 
the fluid is ; altering the 
posture of the patient 
often alters the position 
of the dulness, the fluid 
gravitating to the most 
dependent part. Sense 
of resistance much in- 
creased. 



CAUSE 

Effusion of fluid serum 
or pus into the pleural 
cavity, lung getting con- 
densed more or less by 
the pressure. 



AUSCTJLTATION 
Eespiratory murmur 
very feeble or absent. 
If the limg is much 
compressed, bronchial 
breathing and bronco- 
phony may be heard in 
the upper part: when 
entirely collapsed, no 
sound at all may be 
heard on the a£fected 
side. During some stage 
of the effusion segophony 
may be heard. The 
breathing in the unaf- 
fected lung is puerile. 

* Friction may bo heard during only one of the sounds of respiration ; 
sometimes a croaking like a pleural fricti6n sound is heard in emphysema, and 
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Resolution of Pleurisy. 
In the resolution of pleurisy that has gone on to eflfusion, 
the dulness and sense of resistance to percussion gradually 
diminish, the naturaj^ respiratory murmur becomes more 
clear^ and as the two pleural surfaces approach each other 
the friction sound again returns ; finally the pulmonary and 
costal pleur89 become adherent, and the friction sound 
ceases entirely. 

Most common Situation of the Disease. 

Pleurisy with large effusion generally affects the left side 
of the chest.* 



EMPYEMA. 



This when uncomplicated with pneumothorax gives the 
same physical signs as pleurisy with large effusion (see 
Pleurisy). 



PNEUMONU. 

Posture. 
Generally dorsal. 

Inspection. 



Lessened movement on the affected side. 

Vocal Vibration. 
Increased generally on the affected side. 

MeasunreTnent. 
Side affected not increased. 

cedematous integuments under the stethoscope will also simulate friction; in this 
latter case, the sound ceases when the fluid has been squeezed out from under 
the stethoscope, and it may also be heard in other cedematous parts, as in the 
thigh. 

» Pleurisy on the right side is very often connected with phthisis. 
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Cough. 

At first short and dry, afterwards moist and of varied 
duration, 

Eaypectoration, 

At first often only glairy mucus^ but soon the sputa 
becomes typical, being tawny or rusty viscid and tenacious, 
the amount of viscidity signifying the intensity of the in- 
flammation. When a patient is recovering the expectoration 
becomes less rusty and loses its viscidity, and finally the 
sputa becomes bronchial and then ceases entirely. In the 
third stage of pneumonia the sputa may be either like 
liquorice-water or plum-juice, or pure pus may be ex- 
pectorated.* 

Physical Signs in First Stage of Disease. 

^ ^ 

PEBCTJSSION CAUSE AUSCULTATION 

Natural resonance dimi- Engorgement of lung Minute crackling crepi- 

nished ; sense of resist- with blood and bloody tation ; voice perhaps 

ance increased. serum and commencing slightly increased, 

exudation. 

Physical Signs m Second Stage of Disease. 

PEBCUS8I0N CAUSE AUSCULTATION 

Lung absolutely dull; Bed hepatisation of lungs. Bronchial breathing and 
sense of resistance much bronchophony ; no na- 

increased. tural respiratory mur- 

mur, or minute crepita- 
tion; breathing in un- 
affected lung puerile.' 

* In some cases of pneumonia there is no sputa throughout the whole of the 
disease (noticed especially in rheumatic pneumonia). In some cases the only 
expectoration is that of simple bronchitis. 

* When the lower part alone of a lung is affected, no large bronchi being 
involved, there may be no bronchial breathing or bronchophony, but only dul- 
ness on percussion, and the typical sputa. When the whole of the lung is solid, 
so that it does not expand on breathing, there may be an entire absence of 
sound in it during respiration, though the voice is brochophonic, and the lung 
absolutely dull on percussion. Should a portion of the centre of a lung be 
alone affected, the surface lung being healthy, there may be no auscultatory 
signs of pneumonia, but only typical sputa to found a diagnosis on. 
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Physical Signs in Third Stage of Disease. 

PERCUSSION CAUSE AUSCULTATION 
Same as in second stage Lung in a state of grey Large gurgling crepita- 
unless a large cavity is hepatisation softening, tion, cavernous breath- 
formed near the surface, parts are expectorated ing, pectoliloquy or mo- 
when it may be naturally leaving cavities.* dified bronchophony, 
resonant or even abnor- 
mally so. 

Resolution of Pneumonia. 

In the resolution of pneumonia that has gone on to con- 
solidation, the breathing becomes less bronchial, the voice 
less resonant, and crepitation (not of the very finest kind) is 
again to be heard. This crepitation then becomes mixed 
with some natural respiratoiy murmur, and finally the crepi- 
tation ceases entirely, and natural breathing alone is to be 
heard. The lung also becomes more and more resonant to 
percussion, the sense of resistance diminishes, and finally the 
lung resumes its normal state. 

Most common Situation of the Disease, 

Pneumonia most commonly attacks the lower lobes of the 
lungs, especially the right lower lobe.^ 



PNEUMOTHORAX. 



Posture. 

(?) 

Inspection. 
Little or no movement on afiected side, which is fuller 
than natural. 

* Dr. Bennett considers that in every case of pneumonia the lung passes into 
and through the stage of grey hepatisation, the exuded matter becoming puru- 
lent, and then being either expectorated, or disintegrated and finally excreted 
as urates. (Of course, in this case, the lung does not break down into cavities, 
and so only the auscultatory signs of the second stage will be present.) 

* Asthenic pneumonia is apt to attack the upper lobes. 
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OBSERVATION IN MEDICINE. 

Vocal Vibration. 
Absent on affected side. 

Measurement 
Increased on affected side. 

Physical Signs of Pneumotliorax. 



CHAP. xir. 



/" -^ \ 

PEBCTJS8I0N CAUSE ATJ8CULTATI0N 

Besonance tympanitic; Pleural cavity filled with Amphoric breathing 
sense of resistance not air. cough and voice; re- 

increased, spiratory murmur feeble 

or absent.' 

Physical Signs of Pneumothorax with Empycema. 



-^ 




""-X, 


PBBCU8SI0N 


CAUSE 


AUSCULTATION 


Tympanic resonance in 
upper part, dull below 
and sense of resistance 
increased ; if the position 
of the patient is altered, 
the dulness is always in 
the most depending part. 


Pleural cavity filled with 
air and purulent fluid. 

Cough. 

(?) 


Amphoric breathing 
cough and voice; metal- 
lic tinkling and succus- 
sion «£i^ thA patient is 
shaken. £j 



Expectoration. 
Various; if there is an opening from the pleural cavity 
into a bronchus, the patient may expectorate much pure pus 
when lying in certain positions. 

* Amphoric sounds may often be heard in laige vomicae in cases of phthisis. 
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CHAPTEE XIIL 

DISEASES OF THE HEART. 

Part L — endocardial murmurs. 
Part IL — ^pericarditis. 
Part III. — aneurisms. 




hijlqram op heabt in situ. 
(Modified from Holden and Aitken.) 



A Dotted circle, ahowing area of mitral 
murmurs. 

B Dotted triangle, showing area of tri- 
cuspid murmurs. 

c Arrow, showing line of transmission of 
aortic murmurs. 

D Arrow, showing line of transmission 



of pulmonary murmurs, passing 
through the dotted circle indicating 
their area. 

R. AU. Right auricle. 

R. YEN. Right ventricle. 

li. AU. Left auricle. 

L. VEN. Left ventricle. 
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OBSERVATION IN MEDICINE. 



CHAP. XIII. 



Part I. 

AXIOMS IN CARDIAC PATHOLOGY. 

A. Murmurs are generally loudest over the places where 
they are generated. 

B. Murmurs are conducted loudest, as a rule, in the direc- 
tion in which the blood is flowing ; they are also heard in the 
opposite direction, but more faintly. 

Causes of Murmurs in the Heart and Or eat Vessels.'^ 



STATE OF VALVES 

Thickening^uglien- 
ing, puckering and 
shortening, athero- 
ma, ulceration, fibri- 
nous deposits, &c. ; 
causing either ob- 
struction to the on- 
ward current of the 
blood, or permitting 
its r^nirgitation. 



STATE OF BLOOD STATE OF VESSELS STATE OF HBABT 



Anaemia, &o. ; the 
exanthemata some- 
times cause a state 
of blood which gives 
rise to a murmur. 



Loss of tonicity and 
roughening ; pres- 
sure as from tumours 
lessening their cali- 
bre ; aneurisms. 



Dilatation of its cavi- 
ties ; or irregular 
contraction of the 
heart or musouli pa- 
pillares, preventing 
the valves from dos- 
ing perfectly. The 
chordsB tendinae may 
also be matted to- 
gether and shortened, 
thus holding the 
valves open. 



Time of the Hearfs actions^ and its sounds in eighths of seconds. 



ACTIONS 

I Ventricles contract Auricles dilate. 
I Ventricles dilate. 
I Ventricles dilate. 
I Anrides contract. 



SOUNDS 

First sound and impulse.; , 
Auricles dilate. Second sound. _^ 

Auricles are distended. First part of pause. . 
Ventricles are distended. Second part of pause. . 



Causes of Hearfs sounds. 



FIRST SOUND 

Closure of the auriculo-ventricular 
valves. 

Vibrations of the blood. 

Tension of the heart. 

Bruit musculaire. 

Blood passing from a wide to a nar- 
row channel. 



SECOND SOUND 

Closure of the semilunar valves. 



CHAP. xjn. DISEASES OF THE HEAHT. 



81 



CARDIAC VALVULAR MURMURS ARRANGED IN THE ORDER 
OF THEIR FREQUENCY. 

LEFT HEART. 




DIAOBAM OF MITBAL BBOT7BOITATI0K. 

The following explanation applies to all the Diagrams illnstrating Cardiac Murmurs : 
V. c. Yena cava. L. a. Left auricle, 

p. A. Pulmonary artery. R. v. Bight ventricle. 

B. A. Bight auricle. l. y. Left ventricle. 

Waved arrows indicate murmurs : Straight arrows indicate normal currents. (For the sake 
of clearness only one murmur has been represented in each diagram, but of course several 
may be combined ; as for instance oor/tc eotutruetion and aortie regurgUatUmf giving a 
double murmur at the base.) The diagrams will be rendered much clearer, if the reader will 
colour the right ventricle and pulmonary artery blue, and the left ventricle and aorta red. 
The vena cava may be coloured purple, or left white, according to fancy. The valves where 
the murmurs arise are drawn rugged. 



MUral Regurgitation. 



AUSCULTATION 

Systolic murmur loudest at, above, 
or outside of left apex. 



CAUSE 

Imperfect closure of the mitral 
valve, permitting regurgitation into 
the left auricle. 
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OBSERVATION IN MEDICINE. 



CHAP. XIII. 




DIAGRAM OF AOATIC CONSTBICTION/ 



Aortic Constriction. 



AUSCULTATION 

Systolic murmur loudest at base 
and second right cartilage } faint if 
audible at second left ditto. 



CAUSE 

Obstruction at the aortic orifice to 
the onward current of blood. 



* The word constriction is only used here in the sense that the normal orifice 
of the aorta is in some way more or less narrowed ; of course the smallest vege- 
tation would affect this siifficiently to throw the blood into abnormal vibrations. 



CHAP. xiir. 



DISEASES OF THE HEART. 




DIAOBAM OF AOBTIO REGXTBOITATIOK. 



Aortic Regwrgitation. 



AUSCULTATION CAUSE 

Diastolic murmur loudest at base Imperfect closure of the aortic 

and second right cartilage; heard yalves, permitting regurgitation 

loudly downwards along right side into the left ventricle, 
of sternum. 
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OBSBEVATION IN MEDICINE. 



cuAr. XI11. 




DIAOKAM OF MITRAL CONSTRICTION. 



Mitral Constriction. 



AUSCULTATION 

Pre-flyfltolic murmiir loudest at, 
above, or outside of left apex. 



CAUSE 

A contracted mitral orifice causing 
obstruction to the blood passing 
from the left auricle to the left 
ventricle; or imperfect closure of 
the mitral valves at the very com' 
mencement of the systole. 



CHAP. XIII. 



DISEASES OF THE HEAET. 



8d 



RIGHT HEABT. 




DIAGBAM OF TfilCUSnD fiBaXTBOITATIOX. 



TriciLapid Regurgitation. 



AUSCTJLTATION 



CAUSE 



Systolic munnnr loudest at, or Imperfect closure of the tricuspid 

above the ensifonn cartilage ; loud valyes, permitting reg^urgitation 

over the right yentricle^ fading in into the right auricle, 
other directions. 
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OBSERVATION IN MEDICINE. 



CHAP. XIII. 




DIAOBAM OF PULMONIC CONSTBICTION. 



Pulmonic Constrictioou 



AUBCrLTATION 



CAUSE 



Systolic murmur loudest at base Obstruction at the pulmonary ori- 
and at second left cartilage ; faint £ce to the onward current of blood, 
at second right ditto. 



CHAP. XI 11. 



DISEASES OF THE HEART. 
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DIAGRAM OF PULMONIC REOVBOITATIOM'. 



Pulmonic Regurgitation, 



AUSCULTATION 



CAUSE 

Diastolic miinmir loudest at base j Imperfect closure of the pulmonary 

heard at second left cartilage, in- yalves, permitting regurgitation 

audible or faint at second right into the right ventricle, 
ditto. 
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OBSEEVATION IN MEDICINE, 



CHAP. xni. 




DIAOBAM OP TBICfUSPID CONSTRICTION. 



Tricuspid Constriction. 



AUSCULTATION 



Pre-systolic murmur loudest at 
and about the ensiform cartilage^ 
and over the right ventricle. 



CAUSE 

A contracted tricuspid orifice caus- 
ing obstruction to the blood pasidng 
from the right auricle to the right 
ventricle; or imperfect closure of 
the tricuspid valves at the very 
commencement of the systole. 



CHAP. Xlil. 



DISEASES OF THE HEART. 
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Murmurs generated in the Ao^'ia. 



AUSCXTLTATION 

Systolic murmur loudest in the 
aortic track; less loud at the aortic 
Talves. 



CAUSE 

Eoughening of the coats of the 
aorta; tumours narrowing its cali- 
bre; aneurisms. 



Murmurs generated in the Pulmonary Artery, 



AUSCULTATION 



Systolic murmur loudest under 
left clavicle; less loud at pulmo- 
nary valves. 



Generally constriction of the pul- 
monary artery ; might arise from 
roughening of its coats, or pressure 
narrowing its calibre. 



Part IL ^ 

PERICARDITIS. 



Physical Signs of Pericarditis in First Stage. 



PERCUSSION 
Normal. 



CAUSE 
Contiguous surfaces of 
the pericardium dry and 
inflamed, or roughened 
by effused plastic lymph. 



AUSCULTATION 
Single or double friction 
sound, heard even when 
the breath is held. In 
the very earliest stage 
of pericarditis there is no 
friction, but the heart's 
sounds are cantering. 



Physical Signs of Pericarditis in Second Stage. 



PERCUSSION 

Area of heart's dulness 
increased in proportion 
to the amount of efiused 
fluid ; sense of resistance 
much increased. 



CAUSE 
Fluid in greater or less 
quantity in the sac of 
the pericardium. 



AUSCULTATION 

Heart's sounds very 
feeble and distant. 
Perhaps a friction sound 
may be heard at the 
attachment of the large 
arteries, or a churning 
sound may be heard. 



00 OBSERVATION IN MEDICINE. chap. xiii. 

Resolution of Pericarditis. 
The eflfused fluid becomes gradually absorbed, and as this 
takes place the heart's sounds become less distant, the dul- 
ness to percussion diminishes, and friction is again heard. 
After a time this latter sound also vanishes, the surfaces of 
the pericardium having become adherent, but there is gene- 
rally left behind a greater area of dulness than existed in 
the normal state. 



Part III. 

ANEURISM. 

In advanced cases of aneurism we find a prominent swelling 
somewhere over the track of an artery; which pulsates,' is 
dull to percussion, and often yields a single or double mur- 
mur to auscultation. 

In less advanced cases the only sign found is sometimes a 
little abnormal dulness over some large artery, or as fre- 
(j[uently happens auscultation alone discloses absolutely 
nothing wrong. While endeavouring to arrive at a correct 
diagnosis under these circumstances, it is necessary to 
remember that those parts lying in the tracks of the large 
arteries, are the ones most likely to show symptoms of 
disorder; thus the laryngeal nerves, trachea, oesophagus, 
thoracic duct, and bronchi, are all likely to be compressed, 
or the spinal column may be eaten into, and hence pains 
along the spinal nerves result. Einging cough, aphonia or 
spasm of the larynx, dyspnoea, haemoptysis, dysphagia, wast- 
ing, and bronchial breathing, are in. consequence of the 
enlargement of the tumour all likely to arise ; and unequal 
radial pulses, and dilated pupil op one side, are also not un- 
common symptoms.^ 

^ To enter deeper into this subject woujd be out of place in this w,ork ; but 
enough has been already said to point out the principal things to be enquired 
into, "^licn an aneurism is suspected. 
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CHAPTER XIV. 
ABNORMAL STATES OF THE BLOOD. 

In leucocythemia the white cells of the blood are greatly 
increased in number.^ Virchow, under this head, speaks of 
a splenic kind, leukcemia^ in which the white cells are 
large, perfectly developed, and contain one or more nuclei ; 
and of a lymphatic form, leucocytosis, in which the white 
cells are small, the cell wall closely embracing a single 
sharply defined somewhat granular nucleus. In erysipelas 
the white cells are also increased in quantity. In anaemia 
there are fewer red blood-cells than natural, and even those 
remaining are pallid. In piarrhaemia the blood contains a 
large quantity of fat globules and molecular granules.^ In 
purpura the shape of the red blood-cells is altered ; and 
in gout and rheumatism they are said to be poor in colour- 
ing matter. 



» It should be rpmembered that a physiological leucocythemia occurs after 
digestion. 

* This state of blood occurs also physiologically after digestion, and during 
pregnancy, lactation, &c. 
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